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Abstract 
 
Breastfeeding is the optimal feeding method for infants up to the age of 2. Breast milk is 
suited to fulfill the nutritional needs of infants while providing immunological and 
neurological benefits. Breastfeeding rates of initiation and duration are low in the United 
States, especially in the state of Georgia. The purpose of this cross-sectional study was to 
investigate how breastfeeding initiation and duration, self-efficacy, perceptions, and 
community breastfeeding resources differ based on geographical location. The social 
ecological model was used as the theoretical framework for this study. An online and in-
person survey that combined the Iowa Feeding Attitude Scale, Breastfeeding Self-
Efficacy Questionnaire and The Breastfeeding in Public Survey was administered to 150 
English speaking mothers aged 18 and older with a child 1 year or younger. The research 
questions were addressed using various statistical analyses (crosstabs, Mann Whitney U-
test, and t test). The study results showed no differences in the odds of breastfeeding 
initiation and duration among mothers in urban and rural Georgia. No differences in 
breastfeeding perception or the use of breastfeeding community resources were observed. 
The results of this study contribute to social change by identifying the need to develop 
breastfeeding interventions that will address breastfeeding perceptions, community 
resources, and breastfeeding self-efficacy in urban and rural areas.  
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Chapter 1: Introduction to the Study  
Introduction 
Over the last couple of decades, there has been debate over the best feeding 
method for newborns/infants. Researchers have reported the health benefits that exclusive 
breastfeeding has on maternal and infant health outcomes. In studies conducted in the 
United States and internationally, scholars have shown that children who received only 
breast milk in their first year of life have lower rates of urinary tract infections (63%); 
lower respiratory tract infections (72%); upper respiratory infections (63%); decreased 
risk of diarrhea, reduction of infant mortality and morbidity, otitis media (50%); bacterial 
meningitis, botulism, sudden infant death syndrome (36%); gluten intolerance (52%); and 
bacteremia(American Pediatric Association [APA], 2012; Eidman, 2011). Additionally, 
breastfeeding is beneficial for premature babies because breast milk is associated with a 
reduction in retinopathy of prematurity and necrotizing enterocolitis (APA, 2012). Breast 
feeding has also been associated with improved cardiac development and function into 
adulthood (Lewandosuki, 2016). Moimaz et al. (2014) suggested that breastfeeding 
reduces the risk of oral caries and/or misaligned teeth in respects to limiting later 
orthodontic treatment. Breastfeeding has also been associated with improved brain 
development with higher IQs, education, and higher income (Belfort et al., 2016).  
For mothers, breastfeeding is associated with improved postpartum weight loss; 
less blood loss following childbirth and improved healing; and decreased risk of 
rheumatoid arthritis, cardiovascular disease, breast cancer, ovarian cancer, and diabetes 
(AAP, 2012;(Belfort et al., 2016; NICHD, 2009; UNICEF, 2012). Mothers who have 
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successfully breastfed have had lower rates of postpartum depression (Borra, Lacovuum, 
and Sevilla., 2015). Researchers have promoted the inclusion of breastfeeding advocacy 
for the Breastfeeding on the Worldwide Agenda (UNICEF) and WIC Agenda for 
Breastfeeding Promotion Research. The public health agendas are becoming more 
focused on breastfeeding and were created for breastfeeding advocacy to be the voice of 
mothers who are breastfeeding. These public health agencies build support from 
policymakers, health care providers, businesses, and communities.  
Exclusive breastfeeding is regarded as the “gold standard” for infant feeding, and 
all medical and public health entities endorse breastfeeding (World Health Organization 
[WHO], 2011). The Centers for Disease Control and Prevention (CDC, 2012) Healthy 
People 2020 (HP) includes the following breastfeeding objectives: to improve the health 
and wellbeing of women, infants, children, and family and, increase the proportion of 
mothers who breastfeed their babies (US Breastfeeding Committee, 2013). 
The APA (2012) recommended that infants be exclusively breastfed for the first 6 
months of life and that continued breastfeeding with the appropriate introduction of 
complementary foods continues for at least a year or more. The WHO (2013) 
recommended continued breastfeeding up to 2 years of age and beyond. Exclusive 
breastfeeding is providing infants with only “breast milk from the mother or a wet nurse 
or expressed breast milk and no other liquids or solids except for drops or syrups 
consisting of vitamins, mineral supplements or medicines” (WHO, 2012, p. 6).  
Relatively low rates of breastfeeding initiation and duration exist in the United 
States and in the state of Georgia. Most mothers wean before the recommended 6 months 
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because of perceived difficulties (Ip, Yeung, Chow, Chair & Dennis, 2012). In the United 
States in 2011, 79% of newborn infants started to breastfeed ((CDC Breastfeeding 
Report, 2014), 2014). Yet, breastfeeding did not continue for as long as recommended. 
Of infants born in 2011, 49% were breastfeeding at 6 months and 27% were breast 
feeding at 12 months ((CDC Breastfeeding Report, 2014), 2014). The CDC reported that 
of infants born in 2011 40.1% were breastfeeding at 6 months in the state of Georgia and 
26.7% were breastfeeding at 12 months (as cited in Miller, 2014). 
Although breastfeeding rates are increasing, women are not initiating and 
continuing to breastfeed for the recommend 6 months or longer (U.S. Department of 
Health, 2011). Women have cited perceived difficulties with breastfeeding, including 
pain, difficulty initiating, concerns about infant satiety, the need to return to work, 
inadequate milk supply, and inadequate overall support for breastfeeding (Ahluwalia, 
Tessaro, Grummer-Strawn, MacGowan, & Benton-Davis, 2011; Li et al., 2008). Scholars 
have not examined what risk markers influence breastfeeding initiation and duration 
between residential locations, such as urban versus rural. This body of work is an effort 
address the current gap regarding breastfeeding practices in those regions among child-
rearing mothers.  
In Chapter 1, I introduce the background, problem statement, research questions, 
theoretical framework, and positive social implications.  
Background 
A lack of exclusive breastfeeding is a public health problem. In the United States 
in 2012, 76.9% of infants in the United States were breastfed (CDC, 2012). However, 
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47.2% of infants were breastfed at 6 months, which has decreased to 25.5% at 12 months 
(CDC, 2012).  
Despite the increase in breastfeeding rates over the last 10 years and the health 
benefits associated with breastfeeding, numerous barriers to breastfeeding remain. Many 
women in the United States are aware that breastfeeding is the best source of nutrients for 
most infants, but some seem to lack knowledge about its benefits and are unable to cite 
the risks associated with not breastfeeding (CDC, 2012). McCann, Bayar, and Williams 
(2007) surveyed a national sample of women enrolled in WIC and reported that only 36% 
of participants thought that breastfeeding would protect the baby against diarrhea. In 
addition, only a quarter of the U.S. public agreed that feeding a baby with infant formula 
instead of breast milk increases the chances that the baby will get sick (Li, Rock, & 
Grummer-Stramm, 2007). Additionally, information regarding breastfeeding and infant 
formula is rarely provided to the women’s during their prenatal visits (Moore, Anderson, 
& Bergman, 2007). Many people, along with health professionals, incorrectly believe that 
because the commercially prepared formula has been enhanced, infant formula is 
equivalent to breast milk in terms of its health benefits (McFadden & Toole, 2007). 
Many risk markers contribute to initiation and duration of breastfeeding among 
women of all races/ethnicities, especially to the recommended duration of 6 months, 1 
year, or longer (WHO, 2012). According to the APA (2010), 71% of United States 
women initiate breastfeeding, and only 35% of women breastfeed for 6 months; falling 
short of the Healthy People 2010 goal of 50%. It is important to recognize the health 
benefits of breastfeeding in regard to infant health (WHO, 2012). Breastfeeding initiation 
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rates are lower among Black women (60%) compared to other ethnic groups (CDC, 
2012). Hispanic and Asian women are meeting the Healthy People 2020 goal with 
breastfeeding initiation goal of 81.9% whereas Native American (77%) and White 
women (79%) are close to attaining the goal (Chapman & Perez-Escamilla, 2009). Even 
with the initiating goals, no ethnic group is meeting the HP2020 goals sustaining 
breastfeeding past 6 months. 
There is limited research on breastfeeding initiation and duration based on 
residential location. Most studies have been based on nonrepresentative samples and have 
been limited in its ability to compare racial/ethnic differences in breastfeeding initiation 
based on residential location (Sparks, 2010). However, Flowers, Willougby, Cadigan, and 
Perrin (2008) suggested that initiation of breastfeeding may be more frequent among 
urban women (59%) compared with rural women (49%), and potential differences in 
breastfeeding rates in urban and rural areas have been infrequently explored. Flower et al. 
suggested that “More recent studies have not similarly directly compared breastfeeding 
rates in urban and rural women breastfeeding and the potential differences in 
breastfeeding rates in urban and rural areas have been infrequently explored” (p. 3).  
Chatterij et al. (2004) and Taveras et al. (2003) suggested that breastfeeding 
initiation and continuation in urban communities may be influenced by several factors 
including support for the health system, maternal depression, participation in WIC 
programs, and return to work or school. Rural communities may differ in factors in 
regard to breastfeeding initiation and continuation from their urban counterparts due to 
lack of health insurance; poverty; limited access to hospital-based services; and other 
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shared characteristics, such as geographic isolation, few economic resources, and limited 
access to health care (Flower et al., 2008), which may or may not result in distinct 
influences on women’s infant feeding decisions (Clark, Savitz, & Randolph, 2001). 
These differences can play a role in patterns that may or may not influence breastfeeding 
initiation in urban and rural communities. 
Problem Statement 
The state of Georgia has 159 counties with 110 being rural. Throughout the state 
of Georgia, health disparities between the two geographical regions are apparent. In rural 
Georgia, Georgians are older, poorer, and sicker than their urban counterparts (Georgia 
Department of Community Health, 2012). Many more Georgians live in urban areas 
(70%) than in rural areas (30%; Georgia Department of Community Health, 2012). 
Although the state’s smaller rural population masks its social circumstance, the 
conditions in rural areas affect the state’s overall productivity, health, and health care 
costs (Georgia Department of Community Health, 2012). Although breastfeeding is 
considered to be the optimum feeding method for babies, Georgia lags in breastfeeding 
data measures (Georgia Department of Public Health, 2016). 
Residential location can play a role in breastfeeding initiation and duration. 
Within the residential locations of urban and rural, breastfeeding practices vary by 
location with racial and ethnic groups (APA, 2005; Sparks, 2010). According to the APA 
(2005), the highest breastfeeding rates are among children living in urban areas; 
conversely, the lowest rates of breastfeeding have been seen among children living in 
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rural areas. In this study, I investigated the perceived barriers from both geographical 
regions.  
Although there have been numerous studies on the factors associated with 
breastfeeding, there is an absence of studies on urban and rural disparities for 
breastfeeding in Georgia. Research is limited on breastfeeding behaviors in urban and 
rural areas as looking for determinants of breastfeeding initiation and duration. There are 
differences between urban and rural rates of breastfeeding initiation and duration (Sparks, 
2010); however, most research has only been based on nonrepresentative samples and has 
been limited in comparing racial/ethnic differences in breastfeeding initiation and 
duration based on residential location (Sparks, 2010). 
Only a few scholars have looked at trends of urban and rural breastfeeding 
initiation and have suggested that rural women, particularly non-Hispanic Blacks, have 
lower odds of breastfeeding when compared to their urban counterparts (Sparks, 2010). 
Scholars have not determined what potential barriers are preventing women of all races 
and ethnicities in rural areas from initiating breastfeeding; research is limited on duration 
for breastfeeding continuation in urban and rural areas. Knowledge of these disparities 
would allow for breastfeeding initiation and duration outreach efforts that will target 
racial/ethnic backgrounds, particularly targeting race and ethnic groups that may lag 
behind of meeting the Healthy People 2020 Objective. 
Purpose Statement 
The purpose of this quantitative study was to examine the differences in 
breastfeeding perception, breastfeeding community resources, breastfeeding self-efficacy, 
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and rates of initiation and duration among urban and rural women of Georgia using a 
cross-sectional study design. I wished to understand these differences to determine 
predictors of breastfeeding among women who live in urban and rural Georgia that could 
lead to strategies that will help Georgian women reach the CDC Healthy People 2020 
objective and improve health outcomes for mothers and infants. This research has the 
potential to create public health interventions; assist in breastfeeding initiatives; and help 
health care workers, community-based organizations, hospitals, physicians, and child-
rearing mothers to improve health outcomes. 
Research Questions and Hypothesis 
This quantitative cross-sectional study was designed to examine the differences in 
breastfeeding perceptions, breastfeeding self-efficacy, breastfeeding community 
resources, and the odds of initiating and sustaining (duration) breastfeeding and how they 
may be different based on residential location (urban and rural) Georgia.  
1. Do rural women have different odds of initiating and sustaining 
breastfeeding than their urban counterparts?  
H01: Rural women do not have the same odds of initiating and sustaining 
breastfeeding as their urban counterparts. 
Hₐ1: Rural women do have the same odds of initiating and sustaining 
breastfeeding as their urban counterparts. 
2. Do women in rural areas have higher levels of breastfeeding self-efficacy 
than women in urban areas? 
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H02: Women in rural areas do not have higher levels of self-efficacy than women 
in urban areas.  
Hₐ2: Women in rural areas do have higher levels of self-efficacy than women in 
urban areas. 
3. Do women in urban areas use their available and local community 
breastfeeding resources more often than rural women? Please list resources.  
H03: Women in urban areas do not use more of their available and local 
community breastfeeding resources more often than rural women. 
Hₐ3: Women in urban areas do use more of their available and local community 
breastfeeding resources more often than rural women. 
4. Are there differences in breastfeeding perceptions among women in urban 
and rural areas? 
H04: There are differences in breastfeeding perceptions among women in urban 
and rural areas. 
Hₐ4: There are no differences in breastfeeding perceptions among women in 
urban and rural areas. 
Theoretical Framework 
According to the social ecological model (SEM), no single factor can explain why 
some women may initiate and sustain breastfeeding. This model was developed and used 
by many public health entities to promote public health agendas and research by 
addressing all levels of social and environmental influences on an individual’s health 
behaviors (McLeroy, Bibeau., Steckler., & Glanz, 1988). The SEM framework was used 
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to evaluate the relationship between risk markers and breastfeeding outcomes (see 
Chapter 2). Previous scholars in other states who have looked at geographical locations, 
such as urban and rural, used the SEM. Based on the SEM, it could be hypothesized that 
early identification of known or suggested risk markers toward breastfeeding outcomes 
could create and foster healthy breastfeeding environments and encourage breastfeeding 
initiation and duration within Georgia. The SEM includes each level of interaction with 
equal importance. These categories may overlap, especially when using this model to 
address issues with breastfeeding initiating and sustainability (Raffle, Ware, Borchardt, & 
Strickland, 2011).   
According to Raffle et al. (2011), the various levels of SEM can create changes 
that can influence individual’s behaviors directly and indirectly. According to the SEM, 
interpersonal breastfeeding can be viewed as the outcome of interaction among many 
factors at five levels: (a) individual (interpersonal) beliefs, barriers, needs, inadequate 
knowledge, embarrassment, social reticence, negative perceptions and experiences to 
breastfeeding; (b) relationship/interpersonal- in direct contact, social networks, self-
efficacy, and support systems, such as family, friends, health care providers, perceived 
threat to father-child bond and work groups (Rattle et al., 2011); (c) 
organizational/institution-return to work or school, lack of workplace facilities, 
unsupportive health care environments; (d) community- discomfort about nursing in 
public and places to nurse/express with hand washing facilities and refrigerator (Weiner 
& Weiner, 2011); and (e) policy- protect against aggressive advertising of infant formula, 
maternity paid leave, and flexible work schedule (WHO, 2015).  
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The U.S Department of Health and Human Services (2011) determined that 
environmental factors influence mothers directly and may influence her ability to engage 
in healthy behaviors, which impacts the infant’s health. Identifying risk markers related 
to breastfeeding at each level of the social-ecological can increase the likelihood of 
making a positive impact on mothers toward breastfeeding (Raffle et al., 2011). 
Nature of the Study 
In this study, I used a quantitative cross-sectional design. The design was selected 
based on its ability to compare multiple variables at the same time (ie., age, race, and 
education level in relation to breastfeeding initiation and duration). This design allowed 
me to examine first-order associations for key factors of interests, such as geographical 
locations (urban and rural). This design allowed for the use of diverse groups that may 
differ in variables of interests (age and race) but share other characteristics such as 
educational backgrounds and ethnicity (Sedgwick, 2013). For the data collection process, 
WIC facilities and the use of lactation consultants were used for data collection. 
Operational Definitions 
The following terms and acronyms were used in this dissertation: 
Any breastfeeding: The feeding of an infant or young child of any mother’s breast 
milk, including expressed breast milk (APA, 2012). 
Baby Friendly Hospital Initiative: Launched in 1991 is an effort by UNICEF and 
the WHO to ensure that all maternities, whether free standing or in a hospital, become 
centers of breastfeeding support (UNICEF, 2015). 
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Breastfeeding: The feeding of breast milk to an infant straight from the female 
human breasts (WHO, 2003). 
Breastfeeding initiation: Having initiated breastfeeding within 48 hours of birth; 
either the mother puts the baby to the breast or the baby is given any of the mother’s 
breast milk (UNICEF, 2015). 
Breastfeeding duration: The numbers of weeks a mother breastfeeds or pumped 
breast milk up to the time of the interview, and it is listed as breastfed 8 or more weeks 
(Washington State Health Department, 2014) of exclusive breastfeeding for 6 months (26 
weeks) of an infant’s life (UNICEF, 2015). 
Education level: Education was based on the highest-grade level completed by the 
individual, which included Grades 7-12, trade school, technical school, some college, 
baccalaureate, and graduate school. 
Exclusive breastfeeding: Exclusive breastfeeding means that the infant receives 
only breast milk. No other liquids or solids are given–not even water–with the exception 
of oral rehydration solution, or drops/syrups of vitamins, minerals, or medicines (WHO, 
2012). 
Formula feeding: Infant formula is a manufactured food designed and marketed 
for feeding to babies and infants under 12 months of age, usually prepared for bottle-
feeding or cup-feeding from powder (mixed with water) or liquid (with or without 
additional water). 
Partial breastfeeding: “Giving a baby some breastfeeds, and some artificial feeds, 
either milk or cereal, or other food” (WHO, 2012, p. 6). 
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Pumped milk or expressed milk: Milk pumped using an electric breast pump 
machine or via hand and stored at appropriate temperatures until ready for use; milk 
could also be expressed by a wet nurse (WHO, 2015). 
Rural areas: Consist of all territory, population, and housing units located outside 
of urbanized areas and urban clusters (U.S. Census Bureau, 2013). 
Self-reported breastfeeding practices: Women indicating which method was used 
to feed infant/child (e.g., formula, exclusive breastfeeding, and partial feeding [formula 
and breastfeeding]). 
Special Supplement Nutrition Program for Women, Infants, and Children (WIC): 
A federally funded health and nutrition program for infants and children age 1 to 5 years 
(including foster children), pregnant women, breastfeeding mothers (up to 1 year), and 
postpartum women (up to 6 months; GA DPH, 2014). For the purposes of this study, the 
WIC program was used as a designated facility for self-administered questionnaires and 
finding participants. 
Urban areas: A central city and the surrounding densely settled territory that 
together have a population of 50,000 or more and a population density generally 
exceeding 1,000 people per square mile (U.S. Census Bureau, 2013).   
Description of Research Variables 
The research variables in this study were based on previous research and the gap 
in the literature. The independent and dependent variables are described below: 
The dependent variables were the following: 
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Breastfeeding initiation: Having initiated breastfeeding within 48 hours of birth; 
either the mother puts the baby to the breast or the baby is given any of the mother’s 
breast milk (UNICEF, 2015). 
Breastfeeding duration: The number of weeks a mother breastfeeds or pumped 
breast milk up to the time of the interview, and it is listed as breastfed 8 or more weeks 
(Washington State Health Department, 2014) of exclusive breastfeeding for 6 months (26 
weeks) of an infant’s life (UNICEF, 2015). 
The independent variables were the following: 
Maternal race: The race of the mother (e.g., Black, White, Asian, American 
Indian/ Alaska Native, Hawaiian Native and Pacific Islander, or mixed race). 
Maternal ethnicity: The ethnicity of the mother as Hispanic or Latin American. 
Maternal residence: Urban or rural; urban-includes a central city and the 
surrounding densely settled territory that together have a population of 50,000 or more 
and a population density generally exceeding 1,000 people per square mile (U.S. Census 
Bureau, 2013). Rural areas consist of all territory, population, and housing units located 
outside of urbanized areas and urban clusters (U.S. Census Bureau, 2013). 
Community breastfeeding resources: Resources that are available to breastfeeding 
mothers in their local areas can use to help and encourage breastfeeding practices, such as 
local health care professionals, breastfeeding coalitions, WIC Programs, La Leche 
League, Maternal and Child Health Bureau, workplace accommodations, workplace 
policies, and policies regarding breastfeeding.  
15 
 
Perceptions of breastfeeding: Feelings and views from mothers on breastfeeding 
and mothers’ views about the benefits and potential barriers to breastfeeding. 
Self-efficacy: Refers to the individual’s belief in his or her capacity to execute 
behaviors necessary to produce performance attainments. Self-efficacy also reflects 
confidence in the ability to exert control over a person’s own behavior, motivation, and 
social environment (Bandura, 1977, 1994). 
Covariate variables were the following: 
Maternal age: The mother’s age at the time of sampling. 
Maternal education: The number of years of education. 
Maternal status: Whether the mother is single, married, separated, or divorced. 
Maternal income: The total household income before taxes. Above or below the 
poverty line. 
Assumptions 
In this study, self-reported feeding methods, breastfeeding practices, 
breastfeeding self-efficacy, and community breastfeeding resources associated with 
breastfeeding outcomes were obtained using various questionnaires. Self-reported 
information can be inaccurate, and it can be affected by social desirability and recall bias 
(Wong, Tarrant, Luan-Lok, 2013). In this study, several assumptions were applied: 
1. Respondents will self-report accurate and truthful information on actual 
feeding practice 
2. It is assumed that mothers are aware of the benefits of breastfeeding for 
infant/child. 
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3. Accurate information regarding breastfeeding and support will enhance 
self-efficacy and result in positive breastfeeding outcomes.   
 
Limitations 
There were several limitations of this study. First, access to information about this 
topic was limited because there were no previous published studies about breastfeeding 
initiation and duration for residential location in the state of Georgia. Most research used 
for this study were conducted over 5 years ago. Second, the questionnaire required 
mothers to self-report infant feeding practices, and some respondents may not accurately 
disclose this information or report false information. The study was for English speaking 
women. The data collected at WIC facilities may have limited certain demographics, 
which limited the generalizability of the result. Therefore, using a cross-sectional design 
can make it difficult to make a causal inference (Bland, 2001); the use of a quantitative 
study, in general, requires large sample sizes and may result in logistical difficulties in 
gathering sufficiently large sample before the study gets started (Creswell, 2003). 
According to Hennekens and Buring (2009), the primary limitation of cross-sectional 
design is the susceptibility to bias due to low response and the classification due to recall 
bias.  
Scope and Delimitations 
The scope of this study was delimited to examining breastfeeding perceptions, 
breastfeeding self-efficacy, breastfeeding community resources, and the odds of initiation 
and sustaining (duration) in urban versus rural areas of Georgia. I wished to determine if 
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breastfeeding rates are different based on residential locations and, if so, what potential 
breastfeeding barriers are associated with breastfeeding mothers in those corresponding 
areas. I did not intend to observe breastfeeding behaviors or breastfeeding mothers’ 
attitudes toward breastfeeding. 
Significance of the Study 
Breastfeeding rates in urban and rural areas of Georgia continue to lag national 
averages (CDC, 2012). Breastfeeding rates, initiation, and duration of breastfeeding has 
been researched throughout Georgia; however, scholars have not examined the different 
risk markers related to breastfeeding initiation and duration in urban and rural areas. In 
the state of Georgia, the percentage of infants breastfed increased from 64.8% in 2007 to 
70.3% in 2011 (Georgia Department of Public Health, 2014). However, the percentage in 
Georgia was lower than the national average forever breastfed at 79.2% (CDC, 2014). As 
of data collected in 2011, an increase of over 16% is needed in Georgia to meet the 
HP2020 goals for breastfeeding (CDC, 2014). 
This research is important in determining differences in urban and rural rates of 
breastfeeding. Although national and local data on women’s health and outcomes 
according to geographical location are limited, there are disparities for rural women 
(Georgia Department of Community Health, 2011); rural Georgians living are faced with 
the same diseases as other Georgians, but they tend to suffer at higher rates of morbidity 
(Georgia Department of Community Health, 2011). According to maternal health 
outcomes for women in rural areas, when compared with urban areas, prenatal care 
initiation in the first trimester was lower in rural areas when compared to their 
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counterparts’ urban (United States Health and Human Services Agency for Healthcare 
Research and Quality, 2012). Mothers may not receive the right information regarding 
breastfeeding and the benefits for mother and child if no prenatal care was done. 
The results of this research can provide insight into perceived barriers that may 
affect breastfeeding initiation and duration among women in urban and rural areas. This 
research can help to achieve the Healthy People 2020 objective for breastfeeding and to 
create a collaborative partnership from many state and local health entities to find better 
ways to gather information from women about their breastfeeding routines and 
challenges. In addition, the results of this study can be used to find ways to reduce 
disparities to overcome barriers regarding breastfeeding initiation and duration.   
Insights from this study could aid public health interventions/programs, clinicians 
(lactation consultations & OBGYN), peer supporters, WIC clinics, health educators, and 
families (spouses, mothers, and fathers) in achieving breastfeeding initiation. This 
research will contribute to the development of curricula for medical schools and 
educational programs for other health professionals and in health science programs to 
examine breastfeeding initiation and duration.  
Social Change Implications 
The positive social implications of this study are to increase public information 
illustrating the benefits of breastfeeding, fostering environments for breastfeeding 
mothers, and improving breastfeeding initiation and duration among child-rearing 
mothers. This study may impact breastfeeding rates in many geographical locations 
through early identification of mothers at risk for not breastfeeding and/or for early 
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cessation. Early identification of populations who may face risks and barriers can be 
followed by prevention programs that will aid mothers in creating long-terms results in 
hopes of reaching HP2020 goals for breastfeeding, reducing infections/diseases 
associated with never breastfed infants, reduced medical care costs, and contributing to a 
more productive workforce for breastfeeding mothers.  
Summary 
The purpose of this study was to examine the perceived barriers from child-
rearing mothers that may affect breastfeeding initiation and duration from urban versus 
rural areas in the state of Georgia. The APA (2012) recommended that babies be 
exclusively breastfed for about the first 6 months of life, with no additional foods (except 
Vitamin D) or fluids unless indicated by a medical physician. The benefits of 
breastfeeding are multifaceted, and the benefits that breastfeeding (human milk) 
including expressed and pumped milk has on infant and mothers extend beyond those 
maternal and infant health into society.  
Despite the evidence suggesting the superiority of breast milk, many women 
choose to forgo breastfeeding and bottle feed their infant or cease breastfeeding 
altogether and not adhering to the APA’s (2013) recommendations. Several challenges 
may correspond to the cessation of breastfeeding or impede the breastfeeding decision, 
such as age, education, race, employment, workplace accommodation, support, and 
confidence to perform breastfeeding.  
Chapter 2 will include a review of the literature on breastfeeding initiation, 
barriers to breastfeeding, and geographical isolation. I will also discuss the theoretical 
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framework. The methodology will be discussed in Chapter 3, including research design, 
setting and population, sampling method, data collection, and ethical consideration. The 
fourth chapter will include the analysis of the data collected. Lastly, the concluding 
chapter will include the summary, conclusions, limitations, discussion and implications 
of findings, and future recommendations for further studies. 
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Chapter 2: Literature Review 
Organization of the Review 
In this literature review, I will address the risk markers associated with 
breastfeeding initiation and duration and the impact that these risk markers have on a 
mother’s decision to breastfeed and to continue to breastfeed in urban and rural locations. 
I will explore the nature of breastfeeding, benefits of breastfeeding, breastfeeding 
definitions, and barriers associated with breastfeeding and breastfeeding rates. In 
addition, I will describe the theoretical framework, the SEM, to investigate how 
constructs of this model have been applied to studies of breastfeeding initiation and 
duration. Consequently, I will explore previous research on health behaviors associated 
with breastfeeding. Lastly, a review of previous interventions grounded in evidenced-
based research and methodologies will be presented. The chapter will conclude with a 
summary of literature reviewed. 
Data Sources and Searching the Literature 
The literature review was conducted using relevant literature that was identified 
through several databases and search engines such as CINAL, PUBMED, Psych Info, 
Academic Search Premier, EBSCOhost, Educational Resource Information Center 
(ERIC), MEDLINE, Healthsource: Nursing/Academic Educational Resource 
Information, and Google and Google Scholar. The following keywords were used in 
combination or singly to gather the most relevant literature: breastfeeding, breastfeeding 
rates, breastfeeding initiation, breastfeeding duration, race, ethnicity maternal age, 
socioeconomic status, SEM, breastfeeding self-efficacy, policies for breastfeeding, 
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workplace accommodations, public breastfeeding, urban population, rural population, 
infant feeding methods, and cross-sectional. The search was narrowed down to current 
information, and the years 2008 -2015 were reviewed with years earlier than 2008 
including as seminal review. Some literature was used beyond the 5-year publication due 
to limited research on the current topic. I included over 55 peer-reviewed articles 
including qualitative and quantitative studies to build a concrete perspective on 
factors/risk markers influencing breastfeeding initiation. 
Sociodemographic Characteristics for Breastfeeding Mothers 
Race and Ethnicity 
 
Race plays a part in breastfeeding. Understanding how race contributes to 
breastfeeding initiation and duration depends on understanding the underlying risk 
markers contributing to racial/ethnic differences in breastfeeding. In the United States, 
there are racial/ethnic differences in breastfeeding rates (CDC, 2010). To monitor how 
states approached the HP 2010 objectives for breastfeeding initiation and duration among 
different racial/ethnic groups, the CDC (2013) analyzed data from the National 
Immunization Survey (NIS) for children born during 2003-2006; of the mothers who 
sampled within the NIS data, 75% had initiated breastfeeding, 43% were breastfeeding at 
6 months, and 22.4% were breastfeeding to 12 months or longer. Among the mothers of 
Hispanic and Latino descent, 2,895 had breastfeeding rates at 80.6%, 46.0%, and 24.7% 
for initiating and sustaining breastfeeding, while rates for Black or African American 
mothers (2,606) were 59.7%, 27.9%, and 12.9% (CDC, 2013). 
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The CDC National Immunization Survey (CDC, 2010) showed that non-Hispanic 
Blacks had a lower prevalence of breastfeeding initiation than non-Hispanic Whites in all 
but two states; Hispanics had a lower prevalence than non-Hispanic Whites in Western 
states and higher in Eastern states. According to the CDC Breastfeeding MMWR (2010), 
54.4% of African American mothers, 74.3% of White mothers, and 80.4% of Hispanic 
mothers attempted to breastfeed.  
Breastfeeding rates continue to lag for African American mothers living in the 
Southeast (CDC, 2010). In 13 states, primarily Southern states, African American 
mothers have a 20% lower rate of breastfeeding initiation then white breastfeeding 
mothers (CDC, 2010). In six states (Alabama, Arkansas, Kentucky, Louisiana, 
Mississippi, and South Carolina), the prevalence of breastfeeding initiation among 
African American women was less than 45% (CDC, 2010). In the state of Georgia, the 
rates for Hispanic breastfeeding initiation was 76.5% for 6 months and 42.9% for 12 
months; for White, non-Hispanics, the breastfeeding initiation rates were 38.1% for 6 
months and 17.2% for 12 months; for Black non-Hispanics, the breastfeeding initiation 
rates were 27.3% for 6 months and 11.8% for 12 months (CDC, 2010). According to the 
CDC (2010), in Georgia 68.2% of mothers ever breastfeed, 31.8% of mothers breastfed 
for at 6 months, 12.9% of mothers breastfed for 12 months, 22.2% of mothers breastfed 
exclusively for 3 months, and 6.2% of mothers breastfed exclusively for 6 months. From 
2007 to 2010, there is a decline in percentage for breastfeeding initiation and duration. 
According to the CDC (2010), Hispanic women had the highest breastfeeding rate 
among all racial/ethnic groups, with 80% initiating breastfeeding immediately after birth 
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and 45% continuing for at least 6 months later. In respects to the HP2010 goals, 71% of 
the U.S. women initiated breastfeeding and only 35% of women breastfed for 6 months 
(AAP, 2005). Subsequently, breastfeeding initiation rates are still low for Black women 
(60%) when compared to their counterparts (Chapman & Perez-Escamilla, 2012). 
Hispanic and Asian women are currently meeting the HP2020 goals for breastfeeding 
initiation of (81.9%, whereas Native Americans and White women are close to attaining 
the goal (Chapman & Perez-Escamilla, 2012). The widest range of variation with 
breastfeeding initiation by ethnicity is reflected at any breastfeeding at 6 months 
postpartum (Chapman & Perez-Escamilla, 2012). However, no ethnic groups are meeting 
the HP2020 goals for sustaining breastfeeding past 6 months (Chapman & Perez-
Escamilla, 2012).  
When examining breastfeeding rates up to 6 and 12 months, Asian women have 
the highest rates of breastfeeding, whereas Black women have the lowest (Chapman & 
Perez-Escamilla, 2012). Chapman and Perez-Escamilla (2012) stated that rates of any 
breastfeeding at 6 and 12 months among Hispanic, Native American, and White women 
are similar, but still needs improvements in attaining the HP2020 goals at 6 months and 
12 months.  
Within the United States, 24% of breastfed babies receive formula 
supplementation within 2 days of life (CDC, 2007). This practice is most common among 
Black (32%) and Hispanic (33%) infants (Chapman & Perez-Escamilla, 2012). Regarding 
supplementation, no ethnic group is meeting the HP2020 goal for the reduction of 
breastfed infants of 2-day-olds receiving formula. Chapman and Perez-Escamilla (2012) 
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reported that exclusive breastfeeding rates at 3 and 6 months’ postpartum follow a similar 
pattern with the lower rates observed among Black women. Some other potential 
breastfeeding outcomes among Blacks and Hispanics women include breastfeeding 
ambivalence (Kaufman, Deenadaylan, & Karpati, 2010), the availability of free formula 
from WIC (Chapman & Perez- Escamilla, 2012), high levels of comfortability with 
formula feeding, limited availability of WIC breastfeeding support for minority women 
(Evans, Labbok, & Abrahams, 2011), and surrounding issues of trust and perceived 
mistreatment of providers (Chapman & Perez- Escamilla, 2012). The disproportionate 
numbers of breastfeeding initiation and duration among child-rearing mothers in the 
United States shows the populations who need improved breastfeeding outcomes. 
Maternal Age  
Rates of breastfeeding initiation and duration can be influenced by several 
underlying risk markers, such as maternal age. Young mothers are less likely than older 
mothers to breastfeed their infants (ChildTrendsDatabank, 2014). The biggest influences 
on breastfeeding stem from social relationships, social support, and the physical demand 
for breastfeeding (Doshier, 2014; Nesbitt et al., 2012). Additionally, the mother’s 
knowledge of breastfeeding and her capabilities of performing this behavior should be 
considered. Adolescents who are in the role of motherhood may need to develop and 
achieve self-concept, role attainment, and decision-making skills to determine whether to 
breastfeed and how long she will breastfeed her baby (Doshier, 2014; Nesbitt et al., 
2012). 
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Mothers who are 30-years-old or older are most likely to breastfeed than mothers 
between the ages of 20-29. Mothers who are older than 30 had initiation rates of 79.3% 
for always breastfeeding, 50.5% for breastfeeding at 6 months, and 27.1% for 
breastfeeding 12 months or longer (CDC, 2013). Younger mothers’ rates for 
breastfeeding were 69.7%, 33.4%, and 16.1%, respectively (CDC, 2013). Biro, Yelland, 
and Brown (2014) showed that younger women were just as likely as older women to 
initiate breastfeeding within the first week.  
Maternal Education and Marital Status 
 
Maternal education is an additional factor to consider when examining 
breastfeeding practices. Mothers with a college degree or postgraduate degrees are most 
likely to have ever breastfed (88.3%) and to continue to breastfeed (US Department of 
Health and Human Services, 2011). Two-thirds of infants born to mothers with high 
school diplomas were likely to breastfeed or breastfeed at all (US Department of Health 
and Human Services, 2011). According to Reat, Crixell, Von Bank, Thornton, and 
Friedman (2014), of infants born in 2010, 91% of mothers with a college education ever 
breastfed their infants, compared to 81% of those with some college education, and 69% 
for those with a high school degree and those with less than a high school degree. In 
addition, 68% of mothers with college education breastfed for 6 months, while 46% with 
some college education, and 38 and 34% breastfed compared to mothers with high school 
degree and less than a high school degree (Reat et al., 2014).  
In relation to breastfeeding duration, 59.9% of college graduates continued 
breastfeeding at 6 months and 31.1% continued to breastfeed at 12 months when 
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compared to high school graduates (CDC, 2013). High school graduates with no college 
experience breastfeed at 31.4 % at 6 months and 25.1% at 12 months (CDC, 2013). In 
China, Liu et al. (2013) found that mothers with higher education levels were less likely 
to breastfeed their infants than mothers with lower levels of education. Mothers with 
higher levels of education had professional careers that make it more difficult to 
exclusively breastfeed (Li et al., 2013). Additionally, having a higher income based on 
education levels allows mothers to buy breast milk substitutes, such as formula (Li et al., 
2013). The CDC (2013) showed that mothers with more education were more likely to 
breastfeed; yet, Li et al. suggested that Chinese women with higher educations did not 
have higher rates of breastfeeding due to having professional careers. Women who have 
less schooling are less likely to receive or seek out information regarding infant feeding 
or are less likely to understand and use the information they do receive in helping decide 
which feeding method is ideal for their situation (CDC, 2013). Therefore, prenatal health 
promotion materials should target women with different education levels and lower 
literacy (CDC, 2013). 
Mothers who are married are significantly more likely to breastfeed their infants 
than nonmarried mothers (U.S Department of Health, 2011). On national levels, the CDC 
(2011) reported that 87% of infants born in 2011 to married women were breastfed, 
compared to 67% being breastfed who were born to unmarried mothers. Married Black 
women are twice as likely to have breastfed than unmarried Black women (Brand, 
Kothari, & Stark, 2011).  In Scotland, Ajetunoobie et al. (2014) established that infants 
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who were born to married parents were significantly more likely to breastfeed than 
infants of single or cohabitating parents. 
Socioeconomic Status and Breastfeeding 
 
In addition to maternal race, age, and education, socioeconomic status (SES) of 
the mother plays a role in breastfeeding rates. In the United States, SES varies across the 
country by race and ethnicity. African Americans and Hispanics persons are 
disproportionately represented among the lower SES, while Asian persons and White 
persons are represented among the higher SES groups (Wen-Chi, Wu, & Chiang, 2015). 
Associations between breastfeeding and SES are complex and challenging because SES 
is a contingency for other risk markers that may hinder breastfeeding initiation and 
duration (ie., knowledge, attitudes, beliefs, and experiences that may lead a woman to an 
infant feeding choice).  
Education and employment have been associated with SES and breastfeeding. 
Women who have more than a high school diploma were more likely to research infant 
feeding practices and the pros and cons of breastfeeding versus formula feeding. 
However (CDC, 2013), maternal income has been shown to affect breastfeeding because 
maternal income is associated with employment, which may affect if a woman decides to 
breastfeed (CDC, 2013; Heck, Braveman, Cubbin, Chávez, & Kiely, 2006). Income may 
influence breastfeeding as being a marker of knowledge and attitudes because women 
who have higher incomes tend to be more knowledgeable about infant feeding practices 
and may be able to afford feeding supplies (CDC, 2013; Heck et al., 2006). When 
compared to women of lower SES, the ability to afford formulas is inversely associated 
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with the use of formula, perhaps because public programs such as WIC allow for low 
SES women to purchase formula (CDC, 2013; Heck et al., 2006).  
Employment may decrease breastfeeding in women with low SES because they 
lack workplace accommodations for expressing breast milk and because some may work 
in hazardous conditions that might affect their breast milk (CDC, 2013; Heck et al., 
2006). Women with a higher SES are more likely to work in a facility that supports 
breastfeeding mother and/or home environments. SES is associated with attitudes toward 
breastfeeding, which reflects experiences with health care providers or peer groups, 
whose opinions the mother may value (CDC, 2013; Heck et al., 2006). 
Wen-Chi, Wu, and Chiang (2015) found that high SES is associated with a greater 
likelihood of breastfeeding in Canada, United States, New Zealand, and Australia. In 
Taiwan, high maternal education is associated with the greater likelihood of breastfeeding 
(Chuang et al., 2007; Wen-Chi, Wu, & Chiang 2015). In China, maternal education and 
household income were negatively associated with breastfeeding and, in Hong Kong, a 
positive relationship was shown between education and breastfeeding but showed a 
negative relationship between income and breastfeeding (Wen-Chi, Wu, & Chiang, 
2015). In addition, in five Southeast Asian countries, low maternal education was 
associated with increased risk of nonexclusive breastfeeding in Vietnamese and 
Cambodian mother; high household wealth was associated with an increased risk of 
nonexclusive breastfeeding in Indonesian mothers (Wen-Chi, Wu, & Chiang, 2015). 
These findings underline how the relationship between SES and breastfeeding are 
different between countries. 
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In the United States, infants born to mothers in 2011 living below the poverty line 
were less likely to breastfeed and were less likely to continue breastfeeding when 
compared to those with higher incomes (CDC, 2011). In the state of Georgia in 2011, 
91.4% with an annual income of less than $10,000 who received prenatal care reported a 
doctor, nurse, or another health care worker talking to them about breastfeeding their 
baby, compared to 95.6% in $10,000-$24,999, 90.3% in $25,000-$49,999, and 83.9% in 
$50,000 and over (CDC, 2011). The U.S. rates in 2011 for mothers living below the 
poverty line was 71% when compared to 78% of mothers living at 100 to 199% of the 
poverty line, 86% of mothers living at 200 to 399% of the poverty line, and 91% of 
mothers at 600% of the poverty or greater for breastfeeding at 6 months (CDC, 2011).  
Employment for Breastfeeding Mothers 
Parttime Versus Fulltime 
 
Despite the benefits that breastfeeding offers mothers and their children, rates of 
breastfeeding initiation and duration are still low in the United States. Many risk markers 
contribute to breastfeeding initiation and duration, and employment is cited as a barrier to 
breastfeeding. Balkam, Cadwell, & Fein (2010) reported that maternal employment has 
been described as a barrier to breastfeeding in numerous studies across many countries 
and cultures. According to Balkam, Cadwell, & Fein (2010), the United States 
Department of Health and Human Services Blueprint for Action on Breastfeeding singled 
out the workplace as one of the most important barriers to breastfeeding for women in the 
United States. About 70% of employed mothers in the United States whose children are 
under the age 3 works full time (Balkam-Johnson et al., 2010). One-third of the women 
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returned to work within 3 months and two-thirds returned within 6 months of their 
infants’ birth (Balkam, Cadwell, & Fein, 2010). When compared to other developed 
countries, the United States is slow in initiating policies for supporting parents who 
choose to breastfeed and return to the workforce. Although more mothers are 
breastfeeding and returning to work, researchers have not documented the variations of 
breastfeeding initiation and duration based on full-time and part-time employment (less 
than 35 h/week) work status (Mandal, Roe, & Fein, 2010).  
As stated previously the APA recommends breastfeeding for ≥ 12 months, and 
longer as desired (APA, 2010). For mothers going back to work, this can seemingly pose 
a significant barrier. The combination of working and breastfeeding may require 
considerable lifestyle changes. These changes may or may not hinder breastfeeding 
initiation, but mothers might be concerned about leaving their child/children in daycare 
or someone else’s care. When mothers choose to breastfeed while working she must be 
near her infant or pump and store her milk while at work. Moreover, it is vital to evaluate 
mothers reentering the labor force and the impact that employment has on breastfeeding 
mothers. 
The U.S. does provide breastfeeding mothers with the opportunity to use the 
Family and Medical Leave Act (FMLA) which provides up to 12 weeks of unpaid leave 
for both women and men following the birth of a child. This act is providing substantial 
support to families, but families in other developed countries, such as Ireland receive 18 
weeks of leave at 70% pay and families in Sweden receive up to 480 days of leave at 
90% pay, Norway with 42 weeks at 100% of salary; France, with 16 weeks a 100% 
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salary, and Germany with 14 weeks at 100% of wages (Galtry, 2003; United Nations 
Statistics Division, 2009).   
Mandal et al. (2010) used longitudinal data from the Infant Feeding Practices 
Study II, collected between 2005 and 2007, for over 1400 mothers were used. Mandal et 
al. (201) concluded that fulltime employment decreased both breastfeeding initiation and 
duration relative to not working. The study found that parttime employment expectations 
of less than 20 h/week marginally increased initiation relative to full-time work 
expectations, while any level of part-time employment upon return to work (<35h/week) 
increased breastfeeding duration relative to full-time employment, whether the mother 
returned to work before or after 12 weeks (Mandal et al., 2010).  According to Mirkovic 
et al. (2014), mothers who work full-time were less likely to initiate breastfeeding 55.0% 
in comparison to part-time mothers 66.3%.  
Data from the Early Childhood Longitudinal Study-Birth Cohort (2011) 
investigated the effects of the occupational type and postpartum employment on 
breastfeeding initiation. The study concluded that mothers with babies 9 months of age 
(n= 4,500) breastfed at (66.8% and 27.6%, respectively). This data showed higher rates of 
breastfeeding for mothers who were parttime employed had initiation rates of 71.9%, and 
a considerable number of mothers were still breastfeeding at 6 months (Ogbuanu et al., 
2011). 
Nonetheless, full-time employment status is negatively correlated with 
breastfeeding initiation and duration, suggesting that employment status is a significant 
barrier to breastfeeding (Mandal et al., 2010).  This correlation from Mandal et al. (2010), 
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suggested that a mother who plans to return to fulltime or parttime work after maternity 
leave can have a significant impact on breastfeeding initiation and duration. Also, 
researchers found part-time work to have a weaker or no significant correlation to 
breastfeeding measures; therefore, suggesting that parttime work has a much less impact 
if the mother does not return after 12 weeks postpartum (Mandal et al., 2010).  
Fein (2010) suggested that job-sharing, flexible work scheduling, and extended 
maternity can be a decisive factor in increasing breastfeeding initiation and duration, and 
possibly reaching the HHPS 2020 goals for breastfeeding. These findings suggested that 
the level of employment is a critical factor for child-rearing mothers who breastfeed to 
continue breastfeeding depends significantly upon work status. 
Workplace Support 
Employer’s attitudes, perceptions, and lack of support of breastfeeding mothers 
can be detrimental to breastfeeding mothers. Mothers who believe that breastfeeding 
while working may seem impossible and stressful may not consider breastfeeding at all. 
With employment listed as a significant barrier to breastfeeding; elements within the 
workplace environment should be identified in the hopes of creating an environment to 
promote breastfeeding practices.  Subsequently, upon returning to work, space and time 
to express milk, concerns about support from employers and co-workers, and real or 
perceived low milk supply are real concerns for breastfeeding mothers (Arthur et al., 
2003; Shealy, Li, Benton-Davis & Grummer-Strawn, 2005). Women Bureau (2014) 
collect data on US mothers with children under the age of three showed that 70.0% were 
employed. Companies, however, are not always sure about the role that they may play in 
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support and to promote breastfeeding (Burk, 2015). With the lack of work lactation 
programs that encourage, and support breastfeeding may force mothers to abandon their 
breastfeeding efforts (Stratton & Henry, 2011).   
According to Stewart-Glenn (2008), elements of employer supportive 
breastfeeding practices can include private space with a locking door (other than a 
bathroom stall); time to express milk at work, and adequate refrigeration.  Lactation 
programs are becoming more prevalent in the workplace it is essential to recognize how 
these programs are a contributing factor to breastfeeding initiation and duration. There is 
no universally accepted construct of workplace lactation program; it’s a program that is 
created in the workplace to provide education and professional support to women who 
wish to continue providing breast milk to their babies after they return to work (Balkham, 
Cadwell, & Fein, 2010).  
The US Department of Health and Human Services (2008) stated that worksite 
lactation programs are now the norm among large employers. Worksite lactation 
programs have saved hundreds of thousands of dollars with smaller companies reaping 
similar benefits (Balkam, Cadwell, & Fein, 2010). This evidence suggests that worksite 
lactation programs can be an impressive return on investment. 
The importance of lactation breaks can be compared to regular break time within 
the work hour, which provides the employee the opportunity to eat/drink, smoke, 
restroom breaks, and at some facilities physical activity.  The United States Breastfeeding 
Committee (2010) suggested the need for lactation breaks for milk expression are a 
temporary accommodation for a subset of the labor force, and these breaks can be a 
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transition back to work after maternity leave. If a woman works an 8hr shift, she would 
need two breaks to express milk, for a 12-hour shift three breaks (US Breastfeeding 
Committee, 2010).  
Balkham et al. (2010) employed a cross-sectional survey approach for a 
workplace lactation program with 303 women who participated in the lactation program 
for nine months. The program included prenatal classes on how to breastfeed a baby; how 
to maintain the breastfeeding relationship after return to work; telephone support 
available from nurses for new mothers; return to work consultation with nurses; and 
access to lactation rooms. Researchers concluded that employees who participated in the 
workplace lactation program were primarily older, white and married.  Well-educated, 
high-income mothers were more likely to initiate and continue breastfeeding successfully 
as previous research has shown (Balkham et al., 2010).  
Research by Tsai (2013) highlighted a study involving 981 women from a large 
electronics company in Taiwan who worked in a labor extensive work environment. The 
participants had recently taken maternal leave and completed a questionnaire seeking to 
understand their perception of breastfeeding support from their employer/workplace. The 
study concluded with mothers reporting their perceptions of access to dedicated lactation 
rooms with 63.8% not using pumping breaks, and 50.2% did not sustain to breastfeeding 
after returning to work (Tsai, 2013). Similar studies by Stratton and Henry (2011) and 
Balkham, Cadwell, and Fein (2010) showed that for continuing to breastfeed past six 
months women took advantage of pumping breaks and were encouragement by 
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colleagues or supervisors to take pumping breaks (Burk, 2015; Tsai, 2013) higher 
education level, lower workload, and dedicated lactation room. 
Information regarding breastfeeding and the benefits of breastfeeding mothers is 
not reaching employers. Bridges, Frank, & Curtin, 1997; Witters-Green (2003) found two 
reports that suggested that almost half of employers thought formula-fed infants were as 
healthy as breastfed infants. Studies conducted with several businesses indicated that 
majority of workplaces do not have written policies on breastfeeding and supervisors 
dealt with requests on from lactating workers on a need by need basis (Stratton and 
Henry, 2011; Witter-Green, 2003).  
Stratton and Henry (2011) conducted a one-on-one semi-structured interview to 
answer three questions concerning workplace support from seven businesses in Illinois 
who employed low-income, hourly-waged and full-time ranging from fifteen to two-
hundred employees. Three questions were asked of employees: “1) What are the 
employers’ beliefs about outcomes they may experience from providing workplace 
breastfeeding support (WBS)? 2) What are the employers’ attitudes toward providing 
WBS? And 3) What are the employers’ intentions regarding the provision of WBS 
(Stratton & Henry, 2011)”? The researchers concluded that support for breastfeeding was 
on a case-by-case basis. Many employers were unsure what role the company played in 
establishing workplace stations and support (Stratton & Henry, 2011). Stratton & Henry 
(2011) also concluded that employers with larger companies made no effort in 
implementing breastfeeding support programs due to the limitation of business size.  
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Tsai (2014) found that exploring workplace breastfeeding support was a great 
predictor of intention to use breast-pumping breaks and if larger and small companies 
created and enacted policies for breastfeeding more employees may be more comfortable 
in using the pumping breaks. The researcher concluded that when working mothers have 
encouragement from colleagues to use the breast pumping breaks, awareness of the breast 
pumping breaks, and greater awareness of the benefits of breastfeeding, it was significant 
predictors of the use of breast-pumping breaks after returning to work (Tsai, 2014; 
Balkham et al., 2010). 
Mills (2009) stated that employee support and “buy-in” is critical to lactation 
programs and most companies want a return on investment for creating a lactation 
program and providing support. Policies should be developed to help demonstrate and 
communicate support for workplace lactation programs and outline the responsibilities of 
the company to the mother and the duties of the mother to the company (U.S Department 
of Health and Human Services, 2008). 
Johnston-Balkham, Cadwell, and Fein (2010) stated that most companies that 
have lactation programs have employees that are engaged in lactation programs 
interventions correlated with the length and degree of breastfeeding success. Ortiz, 
McGilligan, and Kelly (2004) found that with a lactation program in place with high 
numbers of full time employed mothers (84.2%) breastfed an average of 9.1 months, 
indicating that the possibility of good corporate lactation programs could be an option for 
over part-time flexibility (Ortiz-McGilligan, and Kelly (2004); Johnston-Balkam, 
Cadwell, and Fein, 2010). 
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Companies’ supporting workplace accommodations 
Concerning employers and their thoughts on workplace accommodations 
(lactation programs), the most perceived impact is decreased productivity, there is a small 
percentage of research that explores breastfeeding mothers and their return to the 
workforce. In 2005, 90% of employers who earned a spot on the 100 Best Companies for 
Working Mothers offered workplace lactation programs (Good for Babies, 2005). Over 
the recent years’ states have passed legislation to protect women’s rights to breastfeed in 
the workplace after returning from maternity leave and encouraging employers to provide 
a safe and clean environment for mothers to express (or pump) their milk (Meek, 2001).  
Besides, lactation breaks have been placed on the list, and many businesses are using a 
range of strategies to address these barriers/challenges of the working mother (US 
Breastfeeding Committee, 2010). One key point is to understand the benefits of lactation 
rooms and lactation breaks. 
When employers began to think about implementing a lactation program, other 
factors can outweigh the greater good of establishing a program of such nature. Most 
companies are enthralled to be the forefathers of promoting health and wellness among 
their employees and their family. With providing such programs, some companies can 
face limited budgets, and lactation programs might compete with other benefits for 
funding (US Breastfeeding Committee, 2010). Using data from companies that have 
implemented lactation programs can serve as a model for other companies, employer 
groups, and the federal government to launch such programs (Ross Products Division, 
Abbott Laboratories, 2003; Shealy et al., 2005). Establishing workplace lactation 
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programs can create a return on investment (ROI), an opportunity to improve the bottom 
line of the company (US Breastfeeding Committee, 2010). Fein et al., 2008 suggested 
that mothers who bottle feed have more than twice of one-day absences to care for sick 
children in comparison to breastfeeding mothers. In fact, absenteeism can cost the 
company more than 15% of the company’s low payroll and up to $775 per employee 
(Fein, Mandal, & Roe, 2008). Concluding that lactation breaks can be scheduled but 
absences to care for a sick child cannot.   
Slavit (2009), research demonstrated how companies are benefitting from 
supporting workplace accommodations for child-rearing females; one example is Aetna 
estimated that implementing this accommodation has saved the company $1,435 in 
medical claims per breastfed infant during the first year of life, which total claims savings 
of $108,737 per year with a return investment of 3 to 1. According to the US 
Breastfeeding Committee (2010), “corporate lactation programs have demonstrated as 
much as a (28%) decrease in absenteeism and a (36%) reduction in sick child health care 
claims”. Not to mention that when companies invest in a lactation program, it can result 
in a $3:1 return on investment (US Breastfeeding Committee, 2010). Home Depot saw a 
return on investment from reduced absenteeism and increased productivity. Home Depot 
looked at national reports and saw that the average mother misses 9 days of work in the 
first year (Slavit, 2009). Mothers in the Home Depot program only missed 3 days due to 
infant illness; with cost analysis, Home Depot save $42,000 at a minimum cost of 100 
dollars per day of absenteeism (Slavit, 2009). 
40 
 
Additionally, breastfeeding lowers insurance claims for businesses, companies 
that support lactation programs experience higher productivity, employee job satisfaction, 
morale, and enhanced loyalty to the company (Tuttle & Slavit, 2009). Research 
conducted by Tuttle & Slavit (2009), concluded that companies that implement lactation 
programs tend to have an (80-90%) retention rate for child-rearing employees and these 
programs can be an incentive for female employees and enhances companies’ images 
within their community. It is imperative for companies to consider workplace 
accommodations for breastfeeding mothers upon their return to the workforce. 
Breastfeeding is a public health issue and with the support of the workplace can help 
mothers continue to breastfeed knowing that their employer is encouraging and on board 
with their infant feeding decision. Most importantly it is good for the employer’s bottom 
line and reducing any unnecessary expenses (US Breastfeeding Committee, 2010).  
The creation of the Affordable Care Act Section 4207: Reasonable Break Time 
for Nursing Mothers was amended to include essential pieces of legislation to protect 
nursing mothers returning to work and their desire to continue to provide human milk for 
their infants (Froh & Spatz, 2013). The creation of this act is creating protection for 
breastfeeding mothers in which was once the lack of federal legislation addressing 
workplace stations (e.g., lactation rooms) for breastfeeding mothers. That being the case 
several states have inconsistent state laws, as well as conflicting interpretations of 
existing federal laws related to pregnancy and disability (US Breastfeeding Committee, 
2010). With the creation of this law has enabled the US to join multiple countries that 
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employ this protection for lactation breaks at work, even though the only fraction of the 
law applies, but it most certainly is a start.  
Murtagh & Moulton (2009), identified states which laws supported breastfeeding 
using the Westlaw databases of the statutes of all 50 states. In that database, the 
researchers found 23 states, the District of Columbia, and Puerto Rico had enacted 28 
laws containing a total of 51 provisions relevant to breastfeeding in the workplace.  
“Within these provisions, 21 focused on break times for breastfeeding or expressing milk, 
while 19 focused on private locations for breastfeeding activities (2 location provisions 
for Indiana: 1 for private and 1 for public employees), 8 prohibited breastfeeding-related 
employment discriminations, and 3 encouraged employers to provide “infant-friendly” or 
“mother-friendly” workplaces” (Murtagh & Moulton, 2009) 
Essentially, “the amended section 7 of the Fair Labor and Standards Act (FLSA) 
requires employers (with more than 50 employees) to provide “reasonable break time for 
an employee to express breast milk for her nursing child for 1 year. After the child’s birth 
each time the employee needs to express milk a place, other than a bathroom, that is 
shielded from view and free from intrusion from coworkers and the public should be 
provided for the employee to express breast milk” (Froh & Spatz, 2013).  Froh & Spatz 
(2013) stated that recent amendments to Section 4207 are for an employee to have 
coverage by the FLSA, the business or organization must have a minimum of two 
employees and an annual dollar volume of at least $500,000 or if it is a hospital, care 
facility, school/preschool, and/or government agency. If this is not the case, then the 
employee would have to get individual coverage under the FLS if his/her work requires 
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the employee to participate in interstate commerce (Froh & Spatz, 2013). With this act is 
does cover non-exempt employees (i.e., hourly workers) and in most situations, there are 
accommodations already in place to support break time for nursing mothers but can vary 
from state to state.  
In efforts to help assist employers with meeting the requirements of this 
legislation, the U.S. Department of Health and Human Services offers resources, The 
Business Case for Breastfeeding (U.S. Department of Health and Human Services, 2010). 
This resource demonstrates how companies’/organization benefits when they support 
lactation programs and supporting breastfeeding at the workplace. The research in this 
literature has shown how necessary breastfeeding accommodations can be to help 
increase breastfeeding initiation among child-rearing mothers. Although there are not 
many studies on the effectiveness of lactation interventions, combined interventions used 
and assessed in the existing programs can work to improve breastfeeding rates overall 
(Stewart-Glenn, 2004). Furthermore, these findings will challenge companies to 
incorporate policies to encourage breastfeeding for their employees.     
Public Breastfeeding and Public Breastfeeding Stations 
Choosing to breastfeed is arguably a significant issue among child-bearing 
women in the United States. With the benefits of breastfeeding revered by researchers; it 
can raise deep-seated anxieties about breastfeeding, especially how the public views 
breastfeeding. In some sense doctors and public health, entities are promoting 
breastfeeding, but breastfeeding women are somewhat marked and marginalized in the 
public sphere for that decision (Boyer, 2011).  The decision to breastfeed and attitudes 
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about breastfeeding in public are profoundly shaped by education, class, age, race, and 
ethnicity (Li et al., 2008; Tarrant and Kearney, 2008). Stuebe & Bonuck (2011) mothers 
who felt comfortable breastfeeding in public intended to exclusive breastfeed longer than 
those who felt uncomfortable.  
Johnston-Robledo et al., (2007) found that society’s view on breastfeeding in 
public has given many young women internalized cultural taboos. Doshier (2015) saw 
that surrounding this issue women who rate higher on self-objectification questions are 
more likely to anticipate feeling embarrassed or concerned about breastfeeding in public 
as compared to their counterparts with a lower rating of self-objectification (Johnston- 
Robledo et al., 2007; Doshier, 2015). Another challenge was that men saw breastfeeding 
as sexual activity and breastfeeding in public may receive negative attention; they also 
felt that the media supported these beliefs and that it was lack of exposure of mothers 
breastfeeding in public to in which contributed to these views (Henderson et al., 2011). In 
addressing some of the challenges interventions have been created to help women deal 
with breastfeeding in public. One response to help address these barriers to breastfeeding 
in public is the Marin Breastfeeding Coalition campaign involves life-size cutouts of 
women breastfeeding placed in various locations, in hopes that breastfeeding in public 
will educate the community on the benefits and laws regarding breastfeeding in public 
and with the purpose of normalizing breastfeeding in public places (Farroq, 2009; 
Doshier, 2015). 
Acker (2009) conducted a study that included 106 college students and 80 adults. 
The participants were shown a series of nine people DOIng various things in public and 
44 
 
private, two of the pictures added a mother breastfeeding. One of the photos showed a 
mother breastfeeding in the privacy of her own home and the other mother breastfeeding 
in public (Acker, 2009; Doshier, 2015). Each participant was asked to answer questions 
regarding the normalcy of that activity shown, negative feelings and positive evaluation 
(Acker, 2009). Acker found that most the participants rated the picture of the mother 
breastfeeding in public more negatively than the mother breastfeeding in private and this 
could be due to the unfamiliarity of the behavior, sexist attitude, and hypersexualization 
of breast in society. A similar study conducted by Boyer suggested that in the realms of 
visual and creative imagery surrounding women’s sexual parts can become challenging in 
changing how women breasts are displayed. Boyer (2012) deemed that a woman’s 
experience of breastfeeding in public can be like a drawing on a figure of killjoy due to 
public discomfort or the discomfort of others.  
To make women feel comfortable Boyer (2012) suggested that societal norms 
need to evolve, so breastfeeding is considered to be a regular occurrence. Also, stating 
that women who want to breastfeed in public should be prepared with strategies to cope 
with adverse reactions or difficulties they may encounter while nursing. Moreover, with 
establishing lactation rooms in public places such as shopping malls or public buildings 
could help remove the barrier of breastfeeding in public areas, for example living in 
Atlanta, Georgia and using the busiest airport, Hartfield-Jackson Atlanta International 
Airport (HJAIA), does not have designated lactation rooms for employees or customers. 
The airport will ask mothers to feed their children in the bathroom stalls or call in 
advance to arrange a private place to pump or breastfeed, but none of this information is 
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provided on their website when or if the lactation rooms will be established (Bocks, 
2015). 
Marsden & Abayomi (2009) conducted a qualitative study using interviews with 
employees of local businesses (cafes and restaurants) where staff should encounter 
women breastfeeding. The companies were identified as ‘baby friendly’ using the local 
maternity hospital’s Infant feeding support and sources of help booklet (Marsden & 
Abayomi, 2009). The businesses were selected so that 50% of them would not have 
breastfeeding policies or area specified for breastfeeding and the other 50% would. Semi-
structured interviews were conducted and were audiotaped in private rooms or quiet 
workspaces. Topics covered during the discussion were individual opinions and 
knowledge, breastfeeding facilities, and observed public reactions to breastfeeding 
(Marsden & Abayomi, 2009). The findings of the study involved 11 staff (2 males and 7 
females) between the ages of 20 to 36 years. Four of them worked in breastfeeding-
friendly environments, and 5 operated in facilities with no breastfeeding policies 
established or public breastfeeding stations. Some of the respondents had children that 
they breastfed themselves or significant others that breastfed.  
Many of the employees and supervisors had encountered women breastfeeding in 
their facilities but had no problem with it, but many had seen evidence of public 
disapproval. Many said that if a complaint did arise, they would defend the breastfeeding 
mother or refer it to management. Marsden & Abayomi (2009) stated that the employee’s 
views did not differ regardless of whether their workplace had breastfeeding policies or 
not. Older employees with children were more knowledgeable and confident about 
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breastfeeding while younger employees were less accepting seeing women breastfeed 
their children in public and some stated that it made them “feel uncomfortable” (Marsden 
& Abayomi, 2009). According to Acker (2009), this could be because it is odd behavior 
in the younger society. 
Modern American society has paid considerable attention to the sexual and 
aesthetic functions of women’s breast with objectivity. With this formulation tuts, glares 
and funny looks serve as indicators that women are breastfeeding in public are ‘failing’ in 
their duty to maintain public comfort because they are refusing to breastfeed in a 
normalized way, in the prescribed space (Boyer, 2012). Boyer (2012) conducted 11 
interviews, and surveyed 46 people, and investigated 180 websites posting on parenting 
websites in search of women’s experiencing with breastfeeding in public. In her research, 
she found that most women had negative experiences with breastfeeding in public. Some 
of the respondents stated that they felt as though they were making others uncomfortable 
by nursing in which made them uncomfortable, while others reported that “you can just 
tell that everyone else was embarrassed and that made it difficult” (Boyer, p.6 2012).  
As mentioned earlier, Marsden & Abayomi (2009) study showed employees were 
generally accepting of breastfeeding facilities, and it should be more widely accepted and 
available, offering a welcoming and clean environment for mothers to nurse. Li et al. 
(2004) found that providing lactation rooms in the USA help to alleviate some of the 
challenges/barriers to breastfeeding in public. Subsequently, Acker (2009) and Brown et 
al. (2009) argued that increased exposure to public breastfeeding would make it a more 
cultural norm and increase positive attitudes toward breastfeeding. Thus, with the 
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Government’s Equality Act (2010), this bill protects mothers who wish to breastfeed in 
places that they have a legal right to breastfeed in places like cafes, shops, and public 
transport (UNICEF, 2009). 
Considering the media contributes significantly to that theory it would be 
encouraging for the press to display or portray breastfeeding as a standard, desirable, and 
achievable activity for women of all cultures and socioeconomic levels as stated by the 
Department of Health and Human Services’ Blueprint for Action on Breastfeeding (US 
Department of Health and Human Services, 2000). These studies contribute to the body 
of literature by investigating the barriers to breastfeeding in public and the importance of 
public breastfeeding stations. 
Urban and Rural Breastfeeding 
Breastfeeding is a multifaceted process with exceptional benefits and is widely 
acknowledged. The factors that influence breastfeeding vary according to the economic 
and sociocultural environment (e.g., urban and rural). Given these factors and the various 
practices that may be associated with breastfeeding exclusively for six months or greater 
can depend significantly on geographical region. In Georgia, breastfeeding initiation is 
still currently below the national average, and the duration of any breastfeeding is 12 
months or shorter ((CDC Breastfeeding Report, 2014) Card, 2014).  However, 
information regarding factors that influence breastfeeding in urban and rural areas of 
Georgia has yet to be studied.  
A cross-sectional study in the rural and an urban area in Tanzania aimed at 
identifying factors related to early infant feeding practices (Shiriam, Gebre-Medhin, & 
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Greiner, 2011).  The study included 320 mothers from each area with infants below 7 
months of age. The researchers found that 84% of rural mothers and 93% of urban 
mothers (p <0.001) initiated breastfeeding within 6 hours of delivery and exclusive 
breastfeeding was rarely practiced in either area (Shiriam, Gebre-Medhin, & Greiner, 
2011). Moreover, residing in the urban area was positively associated with the duration of 
exclusive breastfeeding (p< 0.001), but not with that of predominant breastfeeding 
(Shiriam, Gebre-Medhin, & Greiner, 2011).  In Georgia, breastfeeding rates are not 
broken down by geographical location such as urban and rural; therefore, this research is 
so important.  
Also, the researchers found that knowledge about colostrum for the baby was 
significantly correlated with the duration of exclusive breastfeeding in the rural mothers 
and with the predominant breastfeeding in the urban group. Comparable results were 
found in a study conducted in India regarding breastfeeding practices, in which suggested 
as many as 59 (14.75%) urban and 98 (25.79%) rural mothers discarded the colostrum 
(Ashwuni, Katti, and Mallapur, 2014).  In the rural area, no association was found 
between information about breastfeeding given at different contacts with a health facility 
and the duration of either exclusive or predominant breastfeeding (Shiriam, Gebre-
Medhin, & Greiner, 2011); and in the urban areas mothers who received information 
about breastfeeding from the health care personnel breastfed for a longer period (Shiriam, 
Gebre-Medhin, & Greiner, 2011). 
Ashwini, Katti, and Mallapur (2014) conducted a one-year long community-based 
cross-sectional study by random sampling 380 rural mothers and 400 urban mothers 
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having a 1-year-old child were selected. Information regarding sociodemographic 
variables, breastfeeding practices was recorded through a multi-indicator coverage 
survey. In the districts that were used in India for this study were Maharashtra and the 
state showed a prevalence of exclusive breastfeeding in an urban area was 49.0% and in 
the rural area was 37% (Kameshwararao, 2009). Early initiation of breastfeeding rate was 
42.50% in urban and 42.89% in rural area. Exclusive breastfeeding rate under 6 months 
of age was 16.25% in urban and 15.26% in rural area. Continued breastfeeding rate at 1 
year was 100% in urban and 99.21% in rural area (Ashwini, Katti, & Mallapur, 2014). 
This study compared urban and rural mothers to find what infant feeding practice was 
widely used and to see other socio-demographic factors that influence breastfeeding 
practices. 
The researchers found that initiation of breastfeeding was delayed beyond 4 hours 
by 24.0% in urban and 33.68% rural mothers which were a statistically significant 
difference (P<0.05) (Ashwini, Katti, & Mallapur, 2014). Rates of breastfeeding were 
delayed by urban mothers after delivery due to their physical inability like pain or 
tiredness (38.78%); in rural areas mothers, did not report of any pain or any physical 
incapabilities. Their delayed initiation was because of elders who advised them not to 
initiate breastfeeding early (46.09%).  A study by Gupta et al (2010) who conducted a 
survey in the urban slum of Lucknow, India and the study revealed that only 36.60% 
mothers-initiated breastfeeding within one hour of delivery and some of the reasons for 
delaying breastfeeding was discomfort in the mother (16.90%) no secretion of breast milk 
(31.00%), family custom/belief (52.10%).  
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On the contrary, programs and interventions need to be directed to populations of 
specific geographic areas that may need improvement for breastfeeding initiation and 
duration. Regions such as the Appalachian Region is a 329916 km² area follows the 
Appalachian Mountains which is 42% rural in which includes 13 states: New York, 
Pennsylvania, West Virginia, Maryland, Ohio, Virginia, Kentucky, Tennessee, North 
Carolina, South Carolina, Alabama, Georgia, and Mississippi (Gibson-Davis & Brooks-
Gunn, 2006). These states do have urban areas, but much of the mountainous region is 
geographically isolated, and approximately 50% of Appalachia’s 410 counties had fewer 
than 30,000 people in 2000 (Pollard, 2010). In some communities, these areas can thrive, 
grow and develop; while in some areas there is isolation which has resulted in the 
continued absence of necessary infrastructure (roads, water, and sewage) and access to 
health care and support (Appalachian Regional Commission, 2010).  
Concerning breastfeeding decisions in this region has been limited due to few 
resources offered, limited maternity leave, and the need to return to work (Scott, Binns, & 
Graham, 2006). For women living in this region access to health care professionals, 
socioeconomics, and rural living have significantly impacted breastfeeding decisions 
(Wiener, 2011). Direct comparisons between urban and rural women and their 
differences in breastfeeding initiation have infrequently been explored (Flowers et al., 
2008). Wiener & Wiener (2011) conducted a secondary analysis using the U.S. 2007 
National Survey of Children’s Health Data. Data were compiled for prevalence, 
insurance coverage, and medical home (a source of comprehensive primary care) 
determinations according to rural or urban location. Of the interviews conducted for 
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2007, the National Survey for Children’s Health stated that 27,388 children aged 0-5 
years for which information was obtained found that rural and urban prevalences were 
weighted to reflect population densities (Wiener & Wiener, 2011). Moreover, the data 
revealed that the national urban areas had a prevalence of breastfeeding of 0.770 (CI 
0.757-0.784); for Appalachia, it was 0.715 (CI 0.702-0.728). Looking nationally rural 
areas had a significantly lower prevalence of breastfeeding of 0.687 (CI 0.661-0.713); 
and for Appalachia, it was 0.576 (CI 0.554-0.598) (Wiener & Wiener, 2011). According 
to Wiener & Wiener (2011), none of the states in the Appalachia had a prevalence of 
breastfeeding above the national rural prevalence or national urban prevalence.   
The study also suggested that rural areas in the Appalachia had more women who 
did not breastfeed. In which supports the literature that breastfeeding may be more 
frequent among urban women (Chertok, Luo, Culp, & Mullet, 2010).  Rural children had 
an OR (odds ratio) of 1.28 of not being breastfed when compared to the United States 
overall (Wiener & Wiener, 2011). The researcher found for urban children the odds ratio 
of 1.73 of not being breastfed when compared to the USA overall and 1.35 odds ratio 
when compared to other rural areas of the USA (Wiener & Wiener, 2011). 
Other studies conducted internationally suggest that rural mothers breastfeed at a 
higher rate when compared to urban areas, for example, a study done in urban and rural 
Delhi, India indicated that mothers in the rural setting 35% initiated breastfeeding within 
1 hour of birth and 21% in urban of the 153 urban and 130 rural mothers that participated 
(Oommen et al., 2009).  Consequently, for exclusive breastfeeding urban mothers in 
Delhi, India had a higher percentage of breastfeeding initiation of 74% urban mothers and 
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36% rural mothers. This study shows how great there is a need for explicitly addressing 
the barriers that rural and urban women in any area may face and addressing other factors 
that may influence the intention to breastfeed or not. 
Theoretical Framework 
The Social Ecological Model 
 
The theoretical framework that will be guiding this work is the social ecological 
model of health. For this study using the social ecological model, all 5 levels were 
considered:  individual, interpersonal, organization, community, and policy. These levels 
will help to address risk markers associated with breastfeeding within the two 
geographical areas. Further research is necessary to determine which risk markers 
strongly influence breastfeeding initiation and duration. Identifying these markers can 
show how they may be directly or indirectly associated with breastfeeding exclusivity 
based on residential location.  
McLeroy et al. (1988) stated two concepts associated with the social ecological 
model (SEM) 1) behavior affects and is affected by multiple levels of influence 2) 
individual behaviors shapes, and is shaped by, the social environment. The model 
recognizes the complex role played in the development of health problems and the 
success or failure of attempts to address these problems (CDC, 2011). This model also 
focuses on integrating approaches to change the physical and social environments instead 
of focusing solely on modifying individual health behaviors (CDC, 2011). According to 
Raffle et al. (2011) identifying factors related to public health problems at each level of 
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the SEM can help identify intervention programs to increase the possibility of making a 
substantial impact on one’s behavior.  
The SEM model will be useful since individuals exist in a social ecological 
system, changing individual level behaviors and creating a new social norm requires 
creating and enabling an environment that is facilitating to change and removing barriers 
that may inhibit change at the individual, community, organization, and policy level 
(UNCIEF, 2014). The SEM has been successfully applied to many studies as well as 
studies associated with breastfeeding and breastfeeding outcomes. Accordingly, women 
would be more receptive to breastfeeding behaviors, if all levels of the SEM are 
conducive to helping her achieve her goal of breastfeeding and continuing to breastfeed. 
The SEM relates to this study because all levels of the SEM play an intricate part 
in a mother’s decision to breastfeed. If a mother is knowledgeable about breastfeeding 
and has the belief that she can perform breastfeeding she may consider breastfeeding 
(individual) as a feeding option. With the support from family, friends, peers, and health 
care providers (interpersonal), workplace support (community), lactation consultants or 
lactation organizations (organizations), and WIC, breastfeeding legislation (policy) all 
play a considerable role in infant feeding decision. 
In this model, five behavioral patterns are viewed: (a) individual/intrapersonal, (b) 
relationship/interpersonal, (c) organizational/institutional, (d) community, and (e) policy 
(McLerory et al, 1988). These factors can greatly influence a mother’s decision to initiate 
breastfeeding and to sustain breastfeeding. Within the SEM, the individual/intrapersonal 
category will encompass the beliefs, barriers, attitudes, and experiences of breastfeeding 
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mothers (Raffle et al., 2011) and will include individual and immediate determinants of 
behaviors such as knowledge, personality traits, and attitudes (McLeroy et al., 1988; 
Bylaska-Davies 2011). Many different risk markers/factors influence breastfeeding 
initiation and duration. However, the literature using the social ecological model will 
only focus on attitudes, identified barriers, beliefs, inadequate knowledge, and 
experiences to breastfeeding in which tend to have the largest impact on maternal feeding 
choice. Age, race, ethnicity, education level, employment, breastfeeding in public are 
individual factors that were discussed earlier in the literature review but are significant 
factors using the SEM.  
Individual/Intrapersonal Factors Influences on Breastfeeding 
 
At the individual/intrapersonal level, factors such as maternal attitude, knowledge, 
intention, breastfeeding self-efficacy, perceived insufficient milk supply and faith in 
breast milk are all modifiable factors that influence breastfeeding rates at the 
intrapersonal level within the SEM (Stroope, 2012).  
Literature shows substantial evidence of the benefits of breastfeeding, but the 
perceived ease of breastfeeding in comparison to formula feeding may differ from one 
mother to the next. The public’s perception of breast milk and formula varies across 
many countries. Some women feel that formula feeding is more comfortable because it 
doesn’t require a strict schedule and infant weight gain is not much of a concern 
(Rojjanasrirat & Sousa, 2010). Also, many women see infant formula just as good as 
breast milk (Stuebe, 2009), while others think that feeding a baby formula instead of 
breast milk increases the chance the baby will get sick (Li et al., 2007). Moore and Cotty 
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(2006) found that some women reported formula feeding as a reassuring method of infant 
feeding, where the mother feels less embarrassed about her infant feeding choice, and 
that she can visually monitor the amount of milk her infant is eating, and care for the 
infant in her absence is much easier with formula feeding.  Women who were advised 
about the “benefits of breastfeeding” viewed lactation as a “bonus,” like a multivitamin, 
that was helpful but not essential for infant health (Stuebe, 2009). Moore and Coty (2006) 
found that other women saw breastfeeding as easier, economical, convenient, healthier, 
natural, and more satisfying for mother and child; but the idea of expressing milk seemed 
more time to consume for feeding in the absence of the mother and was far more 
complicated than formula feeding (Holmes et al., 2009; Raffle et al., 2011). 
    These distinctions ultimately influence parents’ decision about which infant 
feeding methods are more suitable for their infant and lifestyle; therefore, infant feeding 
decisions can be significantly affected by family and friends and how the feeding method 
is perceived by the individual (Rojjanasrirat & Sousa, 2009; Raffle et al., 2011).  
Positive maternal attitude toward infant feeding is a vital component and reliable 
predictor of infant feeding (Wokjcick et al., 2010). Zhou, Younger, and Kearney (2010) 
conducted a cross-sectional self-administered survey of 322 Chinese immigrant mothers 
on maternal breastfeeding knowledge and attitudes, along with socio-demographic 
variables. A Chi-square analysis was used to determine independent associations. Despite 
much awareness of the advantages of breastfeeding 80% indicated the main reason for 
breastfeeding is that “breastfeeding is better for the baby” (Zhou, Younger, and Kearney, 
p.3 2010). The mothers also indicated that they were conscious of the unique health 
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benefits of breast milk 90%, and 60% recognized some disease-protective effects of 
breast milk (Zhou, Younger, and Kearney, 2010). Rojjanasrirat and Sousa (2010) found 
that women with positive attitudes toward breastfeeding with high motivation to 
breastfeed long term were more likely to overcome obstacles or adversities with 
breastfeeding if they arrive. Women with favorable attitudes toward breastfeeding and 
intended to breastfeed to 6 months were more likely to be fully breastfeeding or giving a 
more significant effort towards breastfeeding to the recommended time (De- Jager et al., 
2013). 
Literature varies on the significant impact of a mother’s attitude toward 
breastfeeding initiation and sustainability (Parkinson, Russell-Bennett, & Previte, 2010). 
Nevertheless, women who have less favorable attitudes to breastfeeding included formula 
feeding more convenient 58.6% and a better choice for working/studying mothers 88% 
(Zhou, Young, and Kearney, 2010).  However, Zhou, Young, and Kearney (2010) in their 
research showed that mothers with favorable attitudes to breastfeeding had more than 
three-quarters of the respondents denying that they did not like breastfeeding, and two-
thirds agreed that formula feeders missed one of the greatest joys of motherhood.  
One particular study documented attitudes about WIC participation status of low-
income women in two hospitals in California. The study found that participants who 
formula feeding were more likely to have negative attitudes towards breastfeeding 
including: thinking that breastfeeding was embarrassing and difficult in public, difficult if 
someone else feeds/cares for the child, and physically painful and uncomfortable and 
were likely to be influenced by the negative attitudes of family/friends or partner/husband 
57 
 
(Wojcicki, 2010). Other studies have evaluated the relationship between attitudes toward 
breastfeeding and breastfeeding intention and have found that partner or friend/family 
support is essential (Persad and Mesinger, 2008) as is confidence or prior experience 
(Kloeblen-Tarver, Thompson, and Miner, 2002) and fear of pain (Noble et al., 2003); 
(Hurley, Black, Papas, and Quigg, 2008) in deciding not to breastfeed. 
Many women who chose to initiate breastfeeding may experience problems their 
first week of postpartum and has shown to have a negative impact on sustaining 
breastfeeding efforts (Dewey et al., 2003; Kronborg & Vaeth, 2009), even among 
mothers with the most excellent determination to exclusively breastfeed (Dewey et al., 
2003; Raffle, 2011). Early problems discussed in the literature with feeding are widely 
described. It has been documented that many women face physical difficulties with 
getting the baby to latch on properly which results in nipple cracking, bleeding and pain 
(Bailey, 2007; Flower, 2008, Harris et al., 2003; Kelleher, 2006; Manhire et al., 2007). 
With these physical difficulties women, have stated that they have experience damaged 
nipples, their milk not transferring while pumping, and ineffective sucking from infant 
(Kronborg & Vaeth, 2009; Ruowei et al., 2008). The pain and discomfort experienced by 
some of the women are greatly surprised by the intensity and duration of the pain 
(Mackean & Spragins, 2012). This discomfort may increase the probability of 
terminating breastfeeding efforts (Ruowei et al., 2008). 
In addition to the physical difficulties of painful breast and nipples, physical 
feeding issues are described such as the baby rejecting the breast or not sucking (Reshaw 
& Henderson, 2012); and women have described perceived milk supply (Bailey, 2007; 
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Flower et al., 2008; Gatti, 2008; Heinig et al., 2009; Twamley et al., 2011) for other 
reasons to discontinuing breastfeeding early. Gatti (2008) found that many women 
discontinue breastfeeding during the first weeks because of perceived milk supply. 
According to Gatti (2008), 35% of women wean early and state that this was a primary 
reason for stopping. Shala (2010) reported that about only 5% of women have 
physiologic and real insufficient milk for their baby (D. Hector et al., 2005). When 
determining inadequate milk supply women primarily used infant satisfaction cues as 
their primary indication of sufficient milk supply (Mackean & Spragins, 2012; Gatti, 
2008). Based on these infant cues many women would discontinue breastfeeding if they 
perceived their infant was still hungry or not satisfied without any professional evaluation 
of their milk supply (Gatti, 2008). Shala (2010) found that insufficient milk supply was 
generally considered a perceived than “real,” and that other factors may play a role in 
women doubting their milk supply. 
Raffle et al. (2011) suggest that when mothers have perceived milk supply or 
insufficient milk supply, supplementation with formula is indicated by the health care 
provider and the recommendation is often followed. When mother’s face these 
difficulties, it can lead mothers to use formula as a permanent feeding choice and 
decreasing breastfeeding in which decreases breast milk supply.  
Breastfeeding for some mothers is a skill that becomes easier with a great deal of 
practice. The longer a mother continues to breastfeed, the easier she believes it is 
(Mackean & Spragin, 2012). Andrew & Harvey (2011) reported that breastfeeding does 
require some technical skill, which can be developed through support from others who 
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have experienced breastfeeding. This support can vary depending on the individual and 
may include family, friends, peers, and health professional. This support can also 
translate and assist in the development of self-efficacy and confidence (Macken & 
Spragin, 2012).  Prominent level of confidence can give breastfeeding mothers the belief 
that she can make a defined change even under conditions where the behavior change is 
particularly difficult (e.g., continuing to breastfeed while returning to work or 
maintaining breastfeeding when it becomes difficult or painful) (Risica, 2008). 
Maternal self-efficacy is the belief based on how well one perceives they can 
perform the task necessary to achieve the specified goal or behavioral change. Self-
Efficacy is perceived self-efficacy in which influences all aspects of behavior, including 
initiation and cessation of breastfeeding (McCarter-Spaulding & Gore 2009).  Maternal 
self-efficacy has been found to be a great predictor of breastfeeding duration (Dennis & 
McQueen, 2007).  
Ideally, research has shown that self-efficacy has been extensively used to 
describe maternal confidence/self-efficacy and how it is positively correlated to 
breastfeeding duration and the higher the woman’s confidence about the feeling of 
breastfeeding the more likely she is to continue the behavior (Noel-Weiss, Bassnett, & 
Cragg, 2006). Notably, mothers who are more efficacious (confident) are more likely to 
choose to breastfeed, persist when confronted with difficulties, employ self-encouraging 
thoughts, and react positively to perceived problems (Dennis, 2002). The relationship 
between breastfeeding self-efficacy and duration have been noted and studied throughout 
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various countries and has shown the significance of self-efficacy and breastfeeding 
initiation. 
A study examined 150 primiparous mothers using secondary analysis of the data 
using grounded theory wanted to see the process of contributing to breastfeeding 
decisions among Caucasian and African American women from three major cities (Avery 
et al., 2009). The researchers were primarily interested in distinguishing women who 
breastfeed successfully to those who do not. They reported that breastfeeding is a learned 
skill and if the mothers achieved a level of “confident commitment” before birth; they 
could withstand lack of support by significant others and shared challenges (Avery, 
Zimmerman, Underwood & Magus, 2009). In contrary, if the confident commitment was 
not achieved the decision to breastfeed fell apart once the mother faced a challenge 
(Avery, Zimmerman Underwood & Magus, 2009). 
Pollard (2009) evaluated self-efficacy (maternal confidence) among 70 mothers 
using a descriptive correlational design who delivered at a regional hospital in North 
Carolina to assess self-efficacy. To measure self-efficacy, the Breastfeeding Self-Efficacy 
Scale was used by the 70 mothers. Of all the factors that contribute to breastfeeding 
initiation and duration breastfeeding initiation rates of 69.7% and 36.7 % at six months. 
Mothers who scored significantly high on the Breastfeeding Self-Efficacy Scale were a 
statistically significant predictor of breastfeeding length (Pollard, 2009). Another study 
by Taveras et al. 2009 identified similar findings. Particularly in a prospective cohort 
study of 1,163 American low-risk mother-and-infant pairs found that and suggested that 
mothers who expressed confidence in their ability to breastfeed 1 to 2 days postpartum 
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were positively related to continuation of breastfeeding at 2 and 12 weeks (Taveras et al., 
2009). Moreover, the researchers also found the opposite; mothers who had low 
confidence in breastfeeding and their ability to breastfeed 1 to 2 days postpartum (OR= 
2.8; 95% CI: 1.02-7.6) were almost three times as likely to discontinue breastfeeding 
altogether (Taveras et al., 2009). 
Equal findings were also identified in a study by Ertem, Votto & Leventhal 
(2010) examining breastfeeding confidence among mothers who were eligible for 
Women, Infants, and Children (WIC) Program. In this longitudinal observational a study 
of 64 mothers the researchers found that women who lacked confidence early in the 
postpartum period would be breastfeeding at 2 months postpartum (RR: 2.38, 95% CI: 
1.82-6.18) were more likely to discontinue breastfeeding within the first 2 weeks 
postpartum (Ertem, Votto, & Leventhal, 2010). Ertem, Votto, & Leventhal (2010) found 
that mothers who weren’t confident in their ability to breastfeed for 2 months were 
almost 12 times more likely to stop breastfeeding before 2 months when compared to 
those who were most confident (Ertem, Votto & Leventhal, 2010). 
Additionally, another prospective study of 198 women using a multivariate 
analysis of 11 psychosocial and demographic factors and demographic factors and 
demographic factors, antenatal confidence was one of the most significant predictors of 
breastfeeding duration (O’Campo, Faden, Gisden, & Waden, 2010). In addition, a 
descriptive, longitudinal cohort study involving African descent women (125) who were 
planning to breastfeed in determining if self-efficacy predicts duration and pattern. In 
which resulted in higher levels of breastfeeding self-efficacy predicted longer duration 
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and more exclusive breastfeeding at 1 and 6 months postpartum in which is consistent 
with prior research (p<.01) (McCarter-Spaulding & Gore, 2009).  
Within the literature is myriad studies evaluating the level of confidence on 
breastfeeding outcomes and have identified a positive correlation with increased 
confidence and increased breastfeeding duration and exclusivity (O’Campo et al., 1992; 
Papinczak & 
Turner, 2000; Taveras et al., 2003). Nonetheless, a lack of confidence has been 
correlated with early discontinuation of breastfeeding and low exclusive breastfeeding 
(McCarter-Spaulding & Gore, 2009).  These findings can be evident in prenatal and 
postnatal assessments of the mothers’ confidence (Dennis, 2002).  Ideally, these same 
results can be seen in diverse countries such as Australia, Canada, Mexico, the United 
Kingdom and the United States (McCarter-Spaulding & Gore, 2009); not to mention 
adolescents and women who participate in their local WIC programs. 
Overall, regardless of the barriers that breastfeeding mothers may face self-
efficacy (maternal confidence) has been identified as a salient variable that affects 
breastfeeding initiation and duration across all demographic and socioeconomic factors.  
Interpersonal Level Factors Influencing Breastfeeding 
 
Within the Social Ecological Model, interpersonal factors are identified and may 
include social networks such as family, friends, co-workers, and health care providers. 
The support and opinions from these formal and informal groups play a significant role in 
influencing the behavior and attitude related to breastfeeding initiation and duration. 
These social networks can provide emotional and encouraging support for breastfeeding 
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mothers and offer firsthand experiences from mothers who experienced the breastfeeding 
journey, or it can be more difficult if these social networks express displeasure or behave 
in ways that counter breastfeeding success (Raffle et al., 2011).  
    Many women perceive breastfeeding as an inconvenience and the commitment 
to breastfeeding may outweigh the greater good of breastfeeding. It is vital to consider 
the mother's support system, members of the mother’s social support system should be 
included in the decision to breastfeed. If a mother does not feel that she has a great 
support system around her to breastfeed, then she most likely will not initiate 
breastfeeding (Stremler & Lovera, 2004). Some mothers do not ask for help or advice 
from family and friends due to receiving contradictory information from those sources 
(Bylaska-Davies 2011).  
Social support comes in many facets and may include: father, grandmother, 
friends, health care workers (e.g., nurses, midwives, lactation consultants, and 
physicians), and support from their mothers. Determining the aspect of social support that 
is most influential is critical in initiating and sustaining breastfeeding, especially from 
mothers who are undecided about what infant feeding method is suitable. 
The International and National Policy documents suggested that support is 
necessary for maternal and infant well-being (Commission on the Family, 1998; World 
Health Organization, 2005) and helps facilitate mother’s adaptation to motherhood 
(Leahy-Warren, McCarthy, & Corcoran, 2009). Many women stated that their 
breastfeeding decision weighed heavily on the support from their husbands or fathers of 
their child/children. Other studies suggest that in many families, fathers may oppose to 
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breastfeeding just because of concerns toward what their role would be in feeding, how 
would they bond with the infant, and how would the mother assume her responsibilities 
when it came to household chores (General’s Call to Breastfeeding, 2011).  
Previous research shows that mothers in the postnatal period reported that help 
from fathers and mothers, both with household chores and infant care to be of immense 
importance to them (Leahy-Warren, McCarthy, & Corcoran, 2009). Reeves, Close, 
Simmons, & Hollis (2006) examined whether social support systems influenced decisions 
to breastfeed using an administered 34-item questionnaire among pregnant women and 
women who had children from six north Florida counties. Within this study, the 
researchers found among the various broad demographics that approximately 46.3% 
strongly agreed that the nurses and the baby’s father encouraged them to breastfeed their 
babies. Also, 34% of the participants strongly agreed that their mother encouraged them 
to breastfeed.  
In another study, findings from the Office of Surgeon General “A Call for 
Breastfeeding” (2015) described a randomized controlled trial of a two-hour prenatal 
intervention with fathers on how to be supportive of breastfeeding. Researchers found 
that a far higher rate of breastfeeding initiation among participants’ partners 74% than 
among partners of controls 14% (Wolfberg et al., 2004). 
The African American Breastfeeding Alliance, Inc (AABA) and the U.S. 
Department of Health and Human Services (DHHS) Guide suggested that if the father is 
educated in advance about the benefits of breastfeeding regarding health, emotional, and 
monetary interests, he should be there to support her decision (AABA & DDHS, 2009). 
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Warren asserted a descriptive correlational design using a 28-item questionnaire to 
measure social support in first-time motherhood and confidence in infant care practices. 
Researchers used a convenience sample of 135 first time mothers, and 74% completed 
the questionnaire; resulting in appraisal support (information that is useful for self-
evaluation) having a statistically significant moderate relationship with confidence in 
infant care practices (r=0.4; P< 0.01). The researchers showed that informational support 
(advice, suggestions, and information) had a weaker but statistically significant 
relationship (r = 0.2, P <0.05). The respondents stated that their primary source of social 
support was appraisal support were husbands/partners and their mothers (Warren, 2005). 
Pisacane, Continisio, Aldinucci, & D’Amora (2005) found that 25 % of women who 
partners participated in a prenatal program and/or intervention program on how to 
prevent and address common problems with breastfeeding and/or lactation (such as 
painful nipples or insufficient milk) were still breastfeeding at six months, compared to 
15 % who partners were only informed about the benefits of breastfeeding. 
Literature supports that paternal support for breastfeeding can influence 
breastfeeding initiation and maintenance of breastfeeding (Simpson, 2012), contribute to 
maternal breastfeeding confidence, influence decisions regarding duration and weaning 
(McQueen et al., 2011), and without the fathers’ support mothers are more likely to 
breastfeed for a shorter duration (Simpson, 2012; McQueen et al., 2011). According to 
Bar-Yum and Darby (2009), found that paternal support influences breastfeeding 
decisions, assistance at the first feeding, duration of breastfeeding, and the risk factors for 
bottle feeding.  
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Furthermore, in research there is compelling evidence that fathers have a 
tremendous, profound effect on the influence of initiation and maintenance of 
breastfeeding (Pollard & Guill, 2009), as well as their significant contribution to maternal 
breastfeeding confidence as stated previously and fathers help to influence decisions 
regarding duration and weaning (Pollard & Guill, 2009). In some instances, if fathers are 
not influential in the decision to breastfeed or does not assist with the first feeding may 
result in the risk for bottle feeding (Simpson, 2012). In other words, fathers can have a 
profound impact on maternal breastfeeding. This research fills the gap in research, but 
more research is needed to identify the methods and means of support that fathers can 
give their partners to ensure breastfeeding continues for the recommended six months 
(Giugliani, 2009). Additionally, when fathers are not able to be supportive, breastfeeding 
rates were lower (Simpson, 2012). Giugliani et al. (2009) found that fathers’ involvement 
in parenting is associated with positive cognitive, developmental, improved breastfeeding 
rates, higher receptive skills, and higher academic achievement. In other words, fathers 
need to be better prepared to assume their new roles in being supportive of their partner’s 
decision to breastfeeding.  More research is needed to ascertain what fathers think they 
have to assist their partners to be effective breastfeeding advocates.  Research among 
breastfeeding mothers identifies fathers as a primary source of support (Simpson, 2012). 
Research suggests that social support may come from different avenues for 
breastfeeding mothers for example mothers who choose to breastfeed may garner support 
from their grandmother. Mothers often turn to grandmothers for help rather than to their 
health care providers for information and support about infant feeding decisions and 
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issues. Many women who are grandmothers are becoming grandmothers may have 
limited experience with breastfeeding (Grassley, Spenser, & Law, 2012). In which may 
result in new mothers reporting that formula is the infant feeding method most often 
chosen by their female relatives (Grassley, Spenser, & Law, 2012). According to 
Grassley, Spenser, & Law (2012) in the United States, grandmothers who are unaware of 
the current American Academy of Pediatrics recommendations about the benefits and 
sufficiency of exclusive breastfeeding for the first 6 months may advocate for formula, 
which can undermine a mother’s milk supply (Banks, 2003; Grassley & Eschiti, 2008). 
A quasi-experimental with a two-group posttest design was used to evaluate 
grandmother’s knowledge, attitudes, and intent to recommend breastfeeding. The study 
used 49 grandmothers using a convenience sampling method. The grandmothers who 
participated in the intervention would demonstrate higher scores for attitude, knowledge, 
and intent to recommend breastfeeding than grandmothers in the control group. The 
groups were given four data collection instruments: demographic questionnaires, the 
Iowa Infant Feeding Attitude Scale, the Infant Feeding Test and the intent to Recommend 
Breastfeeding Scale. The results suggested using a one-way ANOVA showed the 
similarity of demographic characteristics of the intervention and control groups. The 
control and intervention groups were similar with respect to the following: education 
level, F (1, 47) = 3.43, p = .07; race, F (1, 47) = 1.84, p = .18; participant was breastfed, F 
(1, 47) = 3.26, p = .08; and participant breastfed her infants, F (1, 47) = .49, p = .49. The 
groups were also similar regarding age: t (47) = 1.55, p = .13 (two-tailed) (Grassley, 
Spenser, & Law, 2012). An independent t-test found that the intervention group had 
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higher posttest knowledge scores than the control group but had no significant differences 
in attitude scores or intent to recommend breastfeeding (Grassley, Spenser, & Law, 
2012). 
The study results suggested that participation in an intervention may facilitate 
grandmothers’ breastfeeding knowledge, which has been identified by both grandmothers 
and mothers as desirable (Grassley & Eschiti, 2007, 2008). The literature supports that 
grandmothers can benefit from being given updated information about breastfeeding. 
Besides, the researchers suggested the development of various strategies to accommodate 
the breastfeeding mother’s extended network. 
Another significant source is health providers. Health providers play a vital and 
critical role in impacting the likelihood of breastfeeding for mothers. If they present 
breastfeeding information to mothers’ the greater chance women may consider 
breastfeeding as an infant feeding choice (Shannon, O’ Donnell, & Skinner, 2007; 
Witters-Green, 2003); it is highly recommended that health care providers discuss the 
benefits of breastfeeding with expecting mothers during one or if not all prenatal visits 
(Raffle, 2011). However, according to Raffle et al. (2011), in rural areas, some mothers 
do not have infant feeding conversations with their health care providers these 
conversations are rarely discussed. In addition, health care providers do not always 
endorse breastfeeding (Witters- Green, 2003) or address the substantial benefits 
associated with breastfeeding and encouraging mothers to choose to breastfeed as a 
healthier option. 
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Health care providers should make sure that they have the most updated 
knowledge on breastfeeding so that they can inform and help women who are having 
breastfeeding difficulties, feeding concerns, and educating their breastfeeding mothers 
about the importance and significant benefits of breastfeeding at all prenatal visits 
(Raffle, 2011). Additionally, at prenatal visits and even after birth women should be 
given contact information for community support groups, in which would help women 
take time to consider breastfeeding as a feeding method, time to prepare and learn more 
about this feeding option (Shannon et al., 2007). With health care providers being a great 
contender in a woman's choice to breastfeed having direct contact with a lactation 
consultant can aid in initiation success. The lactation consultant can assist in encouraging 
skin-to-skin contact to increase successful bonding (Moore, Anderson, & Bergman, 2009; 
Shannon et al., 2007); and, providing support, infant positioning for breastfeeding 
techniques, and successful latching skills (Raffle et al., 2011). The consultant can also 
help the women by sitting with mothers through a successful feeding session, recognize 
infant cures, and to reduce nipple pain the consultant can encourage mothers to break 
contact and re-create latch in which may decrease negative breastfeeding experiences 
(Shannon et al., 2007). Therefore, health care providers and lactation consultants should 
stress the importance of following up with their lactation consultant and pediatricians in 
which may guarantee successful breastfeeding experiences and optimal feeding for the 
infant (Raffle et al., 2011; Shannon et al., 2007).  
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Organizational Level Factors Influencing Breastfeeding 
 
Organization factors within the SEM framework identify specific influences that 
influence a women’s decision to breastfeed such as the health care setting, the local 
health department, health care systems, and workplace. These influences may come from 
physicians (e.g., obstetrician-gynecologists, pediatricians, and family practitioners), 
nurses, midwives, and lactation consultants who can either be beneficial to a women’s 
decision to breastfeed or undermine her decision (Raffle et al., 2011). Support of 
breastfeeding by physicians and other health care providers who interact with pregnant 
women in their prenatal period play a key role in laying down the foundation for 
breastfeeding success (Ohio Department of Health, 2015). Routine discussions at prenatal 
visits about breastfeeding goals and expectations will help health care providers and the 
expectant mother work together to identify support, address questions regarding 
breastfeeding, breastfeeding anxieties, and identify individuals who will have an impact 
on her success (Ohio Department of Health, 2015). According to OlaOlorun & Lawoyin 
(2006), the success and duration of breastfeeding had health care providers who were 
knowledgeable about breastfeeding, supportive, health care providers who provided 
health education related to breastfeeding, and the nurse and lactation consultant aiding 
women while they breastfeed their infant.  
Another significant factor in the initiation and duration of breastfeeding is routine 
hospital practices. Some customary practices have a negative impact on breastfeeding 
outcomes (Raffle et al., 2011). These everyday practices have resulted in women 
reporting that nurses have given their newborn infants formula against/their wishes (U.S 
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Department of Health, 2011). Cria et al. (2012) using the 2005-2007 Infant Feeding 
Practices Study II prenatal questionnaires were given to women through 12 months. The 
study found that all women who participated had intended to breastfeed even after 
discharge exclusively, 15 % had already given up exclusively breastfeeding their infant 
highlighting the primary practice was infants receiving non-breast milk feeding, with 
very few infants likely to have a medical need for supplementation, and the mother not 
being asked her feeding method (Cria et al., 2012). 
Hospital supplementation of breastfeeding is associated with delayed onset of (20-
22) lactations, suboptimal breastfeeding practices, perceived problems with breastfeeding 
during the hospital stay and shorter duration of exclusive breastfeeding (20-22). Hospital 
supplementation is not uncommon 78% of US hospitals routinely supplement healthy 
breastfed infants (23). The Healthy People 2020 goals- are to “reduce the proportion of 
breastfed newborns who receive formula supplementation within the first 2 days of life” 
to 14.2% (HHS, Healthy People 2020, 2011). Other hospital practices that negatively 
impact breastfeeding practices are the practice of separating mother and infant (Moore et 
al., 2009). Research has shown that when mother and baby are kept together after birth 
mothers tend to breastfeed for frequent and longer intervals decreasing the likelihood of 
formula supplementation (Shannon et al., 2007). Other significant changes to hospital 
practices immediately after birth include: allowing the mother to have skin to skin before 
dressing (unless complications with birth) at least for the first hours and bathing and 
physical assessments in the room parent(s) (Shannon et al., 2007; Raffle et al., 2011). 
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Although hospital practices that support breastfeeding are essential, they alone are 
not sufficient for ensuring women achieve their breastfeeding intention (Cria et al., 
2012). Even with the creation of Baby-Friendly Hospital practices, fewer than half 
exclusively breastfeed if they intended (Cria et al., 2012). The WHO launched the Baby-
Friendly Hosptial Initiative (BFHI) and UNICEF to transform practices in maternity 
hospitals worldwide (Philipp& Radford, 2006; Bylaska-Davies, 2011). BFHI facilitates, 
supports, and protects breastfeeding without commercial influences such as providing 
free samples of formula (Bylaska-Davies, 2011). More than 20,000 health care facilities 
in more than 15 countries around the world have received Baby-Friendly Certification 
(Abrahams & Labbok, 2009) by implementing the Ten Steps to successful breastfeeding. 
Abrahams & Labbok (2009) provided evidence from developed and developing countries 
indicates that the BFHI has had a direct impact on breastfeeding rates at the hospital level 
(Cria et al., 2012). In a randomized controlled trial noted improved rates of any and 
exclusive breastfeeding at 3 and 6 months and any breastfeeding at 12 months, infants of 
mothers giving birth at hospitals randomized to follow BFHI policies, compared to those 
delivering at control hospital (Cria et al., 2012).  Rosenbery et al. (2008) analysis of data 
from 57 hospitals in Oregon, United States, showed that breastfeeding rates at 2 days, and 
two weeks postpartum increased with the institution's implementation of the Ten Steps. 
DiGirolamo, Grummer-Strawn, Fien (2008), found results of the United States 
Infant Feeding Practices II study indicated that mothers who experienced no Baby-
Friendly practices in-hospital were 13 times more likely to stop breastfeeding before six 
weeks than mothers who experienced six specific Baby-Friendly practices. In the state of 
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Georgia, the CDC reported in 2012 that only 14 % of hospitals have a model 
breastfeeding policy and less than 4 % follow at least nine of the ten recommended 
practices (CDC, 2012). Moreover, the CDC reported in 2011 that in Georgia and many 
another Southern states-the percentage of births at “Baby-Friendly” hospitals that 
promote breastfeeding was zero (Miller, 2012). Further research is needed to evaluate and 
fully understand the impact of organizational factors such as health care providers, 
hospital practices, and Baby-Friendly Hospital Initiative on a cross-national breastfeeding 
trend. 
Community Levels Influencing Breastfeeding 
 
Within the social-ecological model, community factors explore settings, such as 
schools, workplaces, neighborhoods, social environments, and places where individuals 
frequently visit (e.g., stores, restaurants, etc.) (CDC, 2015; Raffle et al., 2011). These 
hosts of factors can influence a woman’s ability to initiate and sustain breastfeeding 
along with the elements of SEM. The extent in which the community encourages, 
embraces, and supports breastfeeding mothers can positively influence women to initiate 
and sustain breastfeeding (Raffle et al., 2011), a perceived lack of support for 
breastfeeding from the community can result in deterring a woman from initiating 
breastfeeding (Raffle et al., 2011).  
Many women sense disapprovals of breastfeeding in public spaces and tend to 
feel embarrassed and uncomfortable. These experiences contribute to mothers feeling 
isolated (Henderson et al., 2011; Sparles & Babineau, 2011). A key finding in public 
breastfeeding embarrassment is the disapproval of the male counterpart. A study 
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conducted in three large cities in the U.S. with a 121 women and men both Caucasian and 
African American both groups showed disapproval of breastfeeding in public. The results 
of this study were that men acknowledged the contradictions between the public exposure 
of breasts in the cultural context versus public exposure while breastfeeding (Macken & 
Spragins, 2011). The men felt that breastfeeding was not the norm and completing wrong 
but seeing that same woman in a bar with her breasts semi showing were a good thing 
(Macken & Spragins, 2011). In the study, none of the participants mentioned any 
knowledge about laws supporting public breastfeeding. It may seem that informal cultural 
norms have a more considerable influence on public attitudes and behaviors (Macken & 
Spragins, 2011).  
Policy Levels Influencing Breastfeeding    
  
The social ecological model policy level relates to the regulatory channels of 
local, state, and federal policies that are designated to promote and protect the well-being 
of communities through supporting healthy initiatives, early detection, disease 
prevention, and management (Raffle, 2011). Policies to breastfeeding help foster and 
create initiatives to increase breastfeeding initiation and duration. 
Breastfeeding has been promoted worldwide, and guidelines have been put into 
national objectives to encourage breastfeeding. The U.S. Department of Health and 
Human Services via the Healthy People 2020 objectives have created specific target rates 
that are specific to breastfeeding initiation and duration; targets for breastfeeding duration 
are (ever, at three months, at six months, and at one year) (HHS, Healthy People 2020, 
2011; Raffle et al., 2011). The goals established for breastfeeding are significant and are 
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vital to initiation and duration. These specified goals are not being met in all the states of 
the U.S. In the western societies, and there is a notion that of a bottle-feeding culture, and 
breast isn’t always the best. The distribution of formula samples in hospitals and various 
Women, Infants, and Children (WIC) programs still widely practiced in North American 
(Holmes et al., 2009). WIC programs provide free formula to low-income breastfeeding 
women, a group of U.S. women that traditionally have lower breastfeeding rates and 
should actively be encouraged to breastfeed (Holmes et al., 2009; Stolzen, 2010). 
Breastfeeding mothers are widely protected throughout the U.S., 49 states have 
created legislation regarding breastfeeding in public locations (CDC, 2010). Within the 
50 states, only 16 states have created legislation that mandates employer lactation support 
(Raffle et al., 2011). These mandates assure that employers one creating space for 
lactation and pumping and expressing milk (Raffle et al., 2011). In the form of space and 
time to breastfeed or pump (Raffle et al., 2011). In the state of Georgia regarding the 
workplace, pumping is voluntarily left up to the employer. The employer may provide 
reasonable unpaid break time each day to a mother who needs to express milk for her 
infant child (CDC, 2015). The employer may also make reasonable efforts to provide a 
room or other location near the work areas, other than a toilet stall, where milk 
expression can be done privately (CDC, 2015). At the federal level legislation, has 
provided women with the ability to breastfeed in any federal building or on any federal 
property (Bylaska-Davies, 2011). Other legislation has been submitted to protect 
breastfeeding rights and breastfeeding women from discrimination (Bylaska-Davies, 
2011). 
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Raffle et al. (2011) found that most states have specific regulations for child care 
centers while protecting the mother’s right to breastfeed her child while receiving child-
care, in the state of Georgia there are no laws for breastfeeding legislation for child care 
facilities. These policy influences both positive and negative aspects of breastfeeding and 
have a greater impact on breastfeeding initiation and duration. The policies that can be 
created can potentially help states within the U.S meet the Healthy People 2020 
objectives and help eliminate barriers that many women face when deciding to 
breastfeed. 
Summary 
Breastfeeding as discussed earlier is a global public health recommendation, and 
that exclusive breastfeeding (EBF) should be practiced for six months or longer. The 
benefits of breastfeeding continue to be supported throughout the literature. Significant 
nutritional anti-allergenic, immunological, and psychological benefits of breast milk have 
been identified (Handayani, Kosin & Jiar, 2010).  Several studies have described the 
multi-faceted advantages of human milk (Chezem et al., 2003; Kim, 1994; Ball & 
Bennett, 2001; Flowers et al., 2008; Pollard, 2011).  Additionally, the literature also 
supports the benefits of breastfeeding with the mother and the gains on the economy that 
breastfeeding implores (WHO, 2001).  For many women, the infant feeding decision can 
be a complicated decision and may include several influences such as psychological, 
social, and economic factors (Handayani, Kosin & Jiar, 2010). Several authors have 
identified education, age, maternal education, employment, and public breastfeeding as 
some of the critical factors in the promotion of breastfeeding. These factors listed can 
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also be some of the reasons that women may choose to bottle-feed completely. Besides, 
social support, maternal confidence, and self-efficacy are important influences on 
breastfeeding practice as well. 
As previously indicated, breastfeeding rates in the United States according to the 
CDC 2010 breastfeeding report card were 75% in the early postpartum period, with 43% 
breastfeeding at six months, 27.4% at 12 months, 33% of women exclusively 
breastfeeding at three months and 13.3% exclusively breastfeeding at 6 months (Centers 
for Disease Control, 2009). 
In the state of Georgia breastfeeding rates still lag the national average of 79.2% 
for-ever breastfeeding; the state of Georgia (70.3%), breastfeeding at six months Georgia 
40.1% US (49.4%), breastfeeding at 12 months for the state of Georgia was 20.7% when 
compared to the US average at (26.7%). Exclusive breastfeeding at three months in the 
state of Georgia in 2014 was 27.2%, and the US average at exclusive breastfeeding was 
(40.7%) with exclusive breastfeeding at 6 months for Georgia 14.5% and the US (18.8%) 
((CDC Breastfeeding Report, 2014) Card, 2014). 
As the population in the US continues to grow, breastfeeding rates will either 
increase to reach the HP2020 goals or represent potential problems that may still exist for 
women who decide to breastfeed. With increased evidenced-based intervention and 
addressing significant barriers that women may face when choosing to breastfeed is the 
premise of this research. Moreover, breastfeeding initiation is still a tremendous public 
health issue for all races and ethnicities. Although literature includes research that 
explores factors that influence breastfeeding, gaps remain in investigating the specific 
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factors between the two geographical regions (urban and rural) and in certain 
demographics; closing this gap is a critical step in the continuation of programs that 
include strategies on how to increase breastfeeding initiation and duration. These 
interventions should be based on areas in which represent mothers who are facing 
significant challenges. 
As outlined in this chapter, studies using various methodologies have 
recommended that more research is needed in exploring these factors associated with 
breastfeeding initiation and exclusivity of breastfeeding at three and six months; 
especially in the state of Georgia. In which little research is available about barriers that 
dissuade rural women (Flowers et al., 2008) it has been reported that additional factors 
may impact the decision to breastfeed. Rural women can be influenced by geographical 
isolation few economic resources, limited access to health care, and smoking, which may 
be similar or distinct from the factors affecting urban women in their decisions (Flower et 
al., 2008; Song & Fish, 2006). Furthermore, identification and removal of barriers are 
needed for these areas, and future research should involve the exploration and possible 
explanation of these barriers (Wiener & Wiener, 2011). 
Chapter 3 offers a clear introduction of a cross-sectional quantitative research 
methodology used for this study. The description and justification of the methodology 
used in which includes the research questions, the context of the study, sampling frame 
and selection of participants, data collection (research instrumentation), questionnaire 
development, researcher’s role, and validity and reliability will be included in this 
chapter. 
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Chapter 3: Research Method 
Introduction 
The purpose of this study was to examine the differences in breastfeeding 
perceptions and rates of initiation and duration among urban and rural women in the state 
of Georgia. I investigated the statistical associations using crosstab to determine the odds 
of breastfeeding initiation for rural and urban women. The women who participated in 
this study were from three WIC facilities (the La Leche League of Georgia, and the 
Georgia Breastfeeding Coalition) in urban and rural Georgia. In this chapter, the research 
methodology used in this study was described. The goal of this chapter is to describe the 
study design, to specify the geographical locations where the study was conducted, the 
selection of participants that was included, a description of the population, the sampling 
methods, and the criteria for selection of participants. Also, the instruments used to 
collect the data, including a description of various statistical methods of the research 
questions established and methods for implementing validity and reliability of the 
instrument, is described. Also included is the data collection procedure, data analysis 
plan, and the ethical treatment of study participants. Last, this chapter will conclude with 
a summary of methods used. 
Research Design/Approach 
This cross-sectional quantitative approach intended to examine the differences in 
breastfeeding perceptions and rates of initiation and duration between four breastfeeding 
and nonbreastfeeding mothers who live in urban and rural locations in Georgia. I carried 
out a cross sectional survey to examine breastfeeding initiation and duration, 
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breastfeeding perceptions, breastfeeding self-efficacy, and breastfeeding community 
resources by residential location. Any breastfeeding measured breastfeeding initiation at 
the time of birth, and any breastfeeding for a longer duration. The data collected using 
three survey instruments that are described further in the Instrumentation and Materials 
section. Various rural counties were used for recruiting utilizing the online-survey 
(breastfeeding and nonbreastfeeding moms) and face-to-face questionnaires (with the 
option to complete online) for an urban population that was representative of Fulton 
County. 
A portion of the sample size was obtained using the La Leche League 
Organization and the Georgia Breastfeeding Coalition. I disseminated the questionnaire 
to urban and rural areas in Georgia for breastfeeding moms via online. With the two 
organizations primarily located in Atlanta, Georgia, to reach breastfeeding and 
nonbreastfeeding mothers in rural counties, I used the snowball sampling method. At the 
end of the online survey, a link was included so that moms could forward the survey to 
other moms who they may know who might meet the inclusion criteria. The survey was 
offered to all women who chose to participate. 
According to Creswell (2003), quantitative research is used when a 
hypothesis/theory is derived that a relationship exists between variables. Burns and 
George (1993) defined quantitative research as a formal, objective, systematic process to 
describe and test relationships to examine cause and effect interactions among variables. 
The research design was a descriptive cross-sectional study. This study design is used to 
sort out the existence and magnitude of causal effects of one or more independent 
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variables upon a dependent variable of interest at a given time (Creswell, 2003). 
According to Creswell, cross-sectional study design is unlike an experimental design, as a 
cross-sectional design is a type of observational study that involves the analysis of data 
collected from a population, or a representative subset, at one specific point in time. 
Burns and Grove (2012) described convenience sampling as including subjects in 
the study based on convenience and availability. The sample was recruited from two 
geographical areas that are miles apart from one another. With the WIC facility serving 
as the host for data collection, I was able to collect information on breastfeeding practices 
from breastfeeding and nonbreastfeeding mothers who went to the facility for a variety of 
reasons. Using the La Leche League of Georgia and the Georgia Breastfeeding Coalition, 
I was able to collect a variety of data from urban and rural areas (e.g., income, education, 
etc.).  
In addition, the WIC facility identified for data collection served a multiethnic 
population, thereby providing me with a racially and ethnically diverse study sample. All 
women visiting this facility were invited to participate in the study, enabling me to reach 
the desired sample size for my cross-sectional design. If a probability method were to be 
used for sampling such as random sampling, it would be difficult to logistically manage 
the samples drawn from large populations of two different geographical locations.  
Setting and Sample Size 
The setting for this study was the WIC Supplemental Nutrition Program 
throughout urban Georgia. WIC programs in the state of Georgia are federally-funded, 
health and nutrition program for infants and children birth to 5 years, pregnant women, 
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breastfeeding mothers (up to 1 year), and postpartum women (up to 6 months; Georgia 
Department of Public Health, 2014). I collected data from a sample of women from all 
races and ethnicities using a face-to-face interview. I used WIC facilities, and women 
who used volunteer breastfeeding counselors within the La Leche League of Georgia and 
Georgia Breastfeeding Coalition (online survey) from rural areas and other urban areas 
were included. The volunteer breastfeeding counselors and the breastfeeding coordinator 
with the Georgia Breastfeeding Coalition helped disseminate the survey with their 
breastfeeding clients.  
To be included in the study, the women needed to (a) have given birth within the 
year of data collection, (b) be 18 years and older, and (c) have a child under the age of 1. 
Participants were predetermined by a study eligibility checklist that was in English. 
Exclusion criteria are used to protect vulnerable populations and to prevent conflicts of 
interest (Polit & Beck, 2012). These factors included (a) women younger than 18 years of 
age, (b) women unable to read or write English, (c) women with a mental health disorder 
that may render the mother unable to breastfeed, or (d) a health condition of the infant 
that prevents the mother from breastfeeding. 
Burns and Grove (2001) stated that there are rules about sample size, but a sample 
should have at least 30 respondents. I used quantitative measures and, according to Polit 
and Beck (2012), quantitative research designs require large samples to increase 
representativeness and reduce sampling error. The sample size is important in accurately 
establishing relationships. The sample size is chosen to maximize the chance of 
uncovering a mean difference, which is also statistically significant (Polit & Beck, 2012). 
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The larger the sample size increases the chance of significance and more reliably reflect 
the population means (Polit & Beck, 2012).  
To establish the sample size, the software G*Power 3 was used. This sample size 
for Research Question 1 was determined using the statistical analysis using chi-square 
tests (goodness of fit test) to assess breastfeeding initiation (BF initiation- Y/N, rural or 
urban), and a t test for independent samples was used to evaluate breastfeeding duration. 
The study power was set to 0.8 and Type 1 error of 0.05. According to Cohen’s (1988) 
guidelines for interpreting small, medium, and large effect sizes are given as points (e.g., 
d of .2=small, .5=medium, .8= large; Cohen, 1988). Using research from the Iowa Infant 
Feeding Scale De la Mora et al. (1999), I used an alpha of .05 meaning that there would 
only be a 5% chance of the scholar reaching the wrong conclusion. Because breastfeeding 
initiation and duration is not a rare outcome, I used a medium effect size (.50). Choosing 
a higher alpha level may increase the likelihood of rejecting the null hypothesis (De la 
Mora et al., 1999). A total sample size of 52 participants was required to evaluate the null 
hypothesis for Part 1 of the first research question (B/F initiation Y/N, rural or urban). 
For the second part of Research Question 1, I used a two- tailed independent t test using 
the G* Power 3, which yielded a sample size of 128. The larger sample size of 128 was 
used to evaluate the Research Question 1. 
To calculate the required sample size to evaluate the null hypothesis for Research 
Question 2, G*Power 3 was again used. A two-tailed, independent t test assuming the 
power of 0.80, Type 1 error of 0.05, and an effect size of 0.50 were entered as 
84 
 
parameters. The sample size calculation indicated the sample size for urban women was 
64, and rural women were 64 for a total sample size of 128 women.  
Self-efficacy for mothers in intervention groups have significantly higher mean 
BSES-SF scores at both 4 and 8 weeks that in most referent groups (Liu et al., 2011).  
Using goodness of fit test (chi-square) to answer Research Question 3 and 4 for with the 
effect size medium at 0.50, an alpha of .05 and the power of 0.80, the sample size was 52.  
The sample size required to assess each of the research questions was 128 women. 
The sample size was increased by 10% to preserve the reliability of the primary study to 
account for the possibility of missing data (e.g., unanswered questions) (Suresh & 
Chandrashekra, 2012). Therefore, 138 eligible participants were needed for the main 
study. A pilot study was conducted to assess the reliability and validity of the instrument. 
A total of 14 women were recruited for the pilot study.  These women were not included 
in the full study. 
Recruitment 
Site Recruitment 
 
I recruited WIC organizations by conducting online research on the WIC facilities 
located in Fulton County. After my initial research, I contacted the WIC director via e-
mail and explained the overview of my intended study and requirements. I was able to set 
up an in-person meeting to discuss other facilities participation and to explain my 
research in greater detail. Before establishing this partnership, I had to get Georgia State 
institutional review board (IRB) approval to use the WIC facilities for data collection. 
Once the WIC office expressed an interest in the study, I sent an additional e-mail 
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requesting them to complete a letter of cooperation (see Appendix I) stating that I had 
permission to use their WIC facilities for conducting the study. The organizations (La 
Leche League and Georgia Breastfeeding Coalition) that partnered with me were 
responsible for disseminating the survey online provided an e-mail with a letter of 
cooperation. 
Participant Recruitment 
 
I recruited participants using a convenience sampling method and snowball 
sampling. Participants were notified of the opportunity to participate in the study through 
a flyer posted at the WIC facilities in urban Georgia county (Fulton County) for 2 weeks. 
I used a WIC facility for this research because these facilities service a diverse 
demographic of women. Fulton County has 0.3% American Indian, 6.7% Asian, 7.6% 
Hispanic, 44% White (alone), 44% Black or Africa American, and 0.1 Native American 
and Pacific Islander (United States Census Bureau, 2017).  
The approved flyer (Appendix N) had information regarding the study and the 
purpose but also included times that I was at each location. At the site, the questionnaire 
was self-administered using paper and pencil. Besides, La Leche League of Georgia and 
the Georgia Breastfeeding Coalition helped to recruit breastfeeding and nonbreastfeeding 
mothers via e-mail, Facebook, and through their volunteer breastfeeding counselors in 
urban and rural areas of Georgia. The participants who were recruited through La Leche 
League of Georgia and the Georgia Breastfeeding Coalition completed the survey online. 
Participants who were recruited from the WIC facility completed the survey in person but 
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had the opportunity to complete the survey online if they were unable to complete the 
survey in person.   
The WIC receptionist gave out the flyers to anyone who wanted to participate. If 
any participant had questions about the study, my contact information was included on 
the flyer.  At the end of the online survey, mothers were to forward the link to the survey 
to other mothers they may know who meet the inclusion criteria for the study. Based on 
the number of responses in the initial phase of data collection, additional WIC facilities 
and breastfeeding organization were needed to reach the sample size. I requested several 
modifications to the IRB application to (a) solicit addition WIC facilities. (b) solicit 
adding another breastfeeding organization, and (c) forward the survey link to other 
mothers I felt meet the inclusive criteria. 
Inclusion Criteria 
 
The inclusion criteria were women who were (a) 18 years of age and older and (b) 
given birth within the past 12 months and has a child under the age of 1. Exclusion 
criteria were (a) women younger than 18 years of age and (b) women unable to read or 
write English. Permission was gained to recruit and collect data at the WIC facilities in 
the urban and rural areas. Permission to recruit from WIC facilities was approved.  
Research Questions and Hypothesis 
    This quantitative cross-sectional study was designed to examine breastfeeding 
perceptions, odds of initiating and sustaining breastfeeding (duration), and breastfeeding 
resources that may be associated with breastfeeding initiation and duration in urban and 
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rural Georgia. I also wished to determine if these breastfeeding markers exist in urban or 
rural locations. 
1.    Do rural women have different odds of initiating and sustaining breastfeeding 
than their urban counterparts?  
H01: Rural women do not have different odds of initiating and sustaining 
breastfeeding as their urban counterparts. 
Hₐ1: Rural women do have different odds of initiating and sustaining 
breastfeeding as their urban counterparts. 
2.     Do women in rural areas have higher levels of breastfeeding self-efficacy 
than women in urban areas  
H02: Women in rural areas do not have higher levels of breastfeeding self-efficacy 
than women in urban areas. 
Hₐ2: Women in rural areas do have higher levels of breastfeeding self-efficacy 
than women in urban areas. 
3. Do women in urban areas use their available and local community 
breastfeeding resources more often than rural women? Please list resources  
H01: Women in urban areas do not use more of their available and local 
community breastfeeding resources more often than rural women 
Hₐ3:  Women in urban areas do use more of their available and local community 
breastfeeding resources more often than rural women 
4. Are there differences in breastfeeding perceptions among women in urban and 
rural areas? 
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H04: There are no differences in breastfeeding perceptions among women in 
urban and rural areas. 
Hₐ4: There are differences in breastfeeding perceptions among women in urban 
and rural areas. 
Researcher’s Role 
As part of this research, my role was to manage all aspects of the research and to 
act as the principal investigator. After Walden University IRB approval (05-09-17-
0118352), I used three WIC facilities for data collection and received a secured signed 
letter of cooperation from the WIC facilities, La Leche League of Georgia, and the 
Georgia Breastfeeding Coalition. Also, it was my responsibility to offer detailed 
information regarding the study with community partners as well as participants of the 
study. I was responsible for the study recruitment and making sure that each participant 
fully understood the purpose and objectives of the study. As the principal investigator, I 
was also responsible for the instruments used for data collection. I was accountable for 
safeguarding each participant’s confidential information during and after data collection. 
Each participant who agreed to participate in this research was given a consent 
form with a full acknowledgment of participation and full disclosure of all components of 
the study. A written summary of the research results was given to the WIC facility, La 
Leche League, and Georgia Breastfeeding Coalition, and it had my contact information 
and the contact information of the Walden University IRB. In the event of an issue or any 
concerns, I was responsible for addressing any problems and any concerns that may arise. 
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Instrumentation 
I used a self-administered questionnaire that was developed based on the literature 
review and other research instrumentation used in breastfeeding research. I attempted to 
identify the potential barriers faced by child-rearing mothers who may or may not decide 
to breastfeed. A mother’s decision to breastfeed may meet numerous challenges, and this 
questionnaire was used to determine those barriers. The self-administered questionnaire 
developed for this study combines the Iowa Infant Feeding Attitude Scale (De La Mora et 
al., 1999), Breastfeeding Self-Efficacy Questionnaire (Dennis, 2009), and The 
Breastfeeding in Public Survey (Doshier, 2014).  
The upper portion of the questionnaire assessed education level, 
sociodemographic characteristics (maternal age, marital status, job status, race, ethnicity, 
and geographical region), and infant feeding method. In the second portion of the 
questionnaire, I investigated the variables: breastfeeding perception, community 
resources, and maternal confidence regarding breastfeeding.  
The Iowa Feeding Attitude Scale was developed to measure the mother’s 
perception and attitudes regarding breastfeeding.  The Iowa Feeding Attitude Scale is a 
17-item questionnaire for this study only 10 of the 17 questions will be used. The 10 
questions deemed the most appropriate in answering the research questions proposed for 
this research were selected. The IFAS was developed and refined during three 
independent studies involving 980 postpartum women who were well-educated 
Caucasian women at the time of hospital discharge (Lewallen, 2006). Breastfeeding 
duration was measured by phone over a 16-week period with a sample of 725 
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breastfeeding women (Lewallen, 2006). Within the study sample, the average duration of 
exclusive breastfeeding was 6.5 weeks, and for partial breastfeeding was 10 weeks. 
According to Lewallen (2006), scores on the scale accounted for 8% of the variance in 
the duration of exclusive breastfeeding and 6% of the variance in the duration of partial 
breastfeeding. 
The Breastfeeding Self-Efficacy Scale-Short Form (BSES) will be utilized to 
measure maternal confidence, (Dennis & Faux, 1999). It is a 14-item; self-report 
instrument developed to measure breastfeeding self-efficacy (Handayani, Kosnin, & Jiar, 
2009). According to Dennis (1999) results from assessing the scale will show that 
participants who rate their self-efficacy higher, more often exclusively breastfeed.  Also, 
the BSES-SF is an excellent measure of breastfeeding self-efficacy and is considered 
ready for clinical use to help (a) identify breastfeeding mothers at substantial risk, (b) 
assess breastfeeding behaviors and cognitions to individualize confidence-building 
strategies, and (c) evaluate the effectiveness of various interventions and guide program 
development (Dennis, 2003). Permission to utilize the tool has already been received 
from the creator of the scale. 
The Breastfeeding in Public Survey is a questionnaire that was created based on 
the most identified breastfeeding barriers for mothers who may or may not breastfeed in 
public and the use of community resources mentioned in the literature (Doshier, 2014). 
The questionnaire has two questions, and one question regarding community 
breastfeeding resources will be used for this research. Validation of this question was 
done within the pilot study.  
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The survey to be used in this study combines questions from each of the 
previously mentioned surveys.  Some of the surveys have been shortened to avoid 
redundancy and for ease of use.  Thus, the full instrument was pilot tested to ensure 
clarity and to identify issues with validity or reliability of any of the subscales.   
Validity and Reliability 
Validity is fundamental in research. To establish validity helps the researcher 
intend to measure what they intend to measure or to see how accurate the research results 
are (Torres et al., 2002). The questionnaires that were used for data collection purposes 
was the combination of various validated breastfeeding questionnaires used throughout 
the literature. A content expert reviewed the survey that was created using the combined 
scales for validity from Healthy Mothers Healthy Babies organization. The Iowa Infant 
Feeding Attitude Scale was used to measure the mother’s perception and attitudes 
regarding breastfeeding. The IIFAS consists of 17 items with a 5-point Likert Scale 
ranging from 5 (strongly disagree) to 1 (strongly disagree) (De La Mora et al., 1999). The 
IIFAS has been used by several researchers and has shown to have good internal 
consistency with a Cronbach’s alpha that ranges between 0.78 and 0.85 in most studies 
(Saied et al., 2014). Other researchers who have used the IIFAS in other countries with 
translation to other languages had internal consistency reliability of Cronbach’s Alpha 
coefficient 0.83 (Saied et al., 2014).  
Breastfeeding Self-Efficacy Scale 
 
The second portion of the questionnaire included questions from the 
Breastfeeding Self-Efficacy Scale (BSES) has 33-items based on social cognitive theory; 
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self-report instrument developed to measure breastfeeding confidence. Majority of the 
items on the scale can be described as phrases such as “I can always” and anchored with 
a 5-point Likert-type scale where 1 =not at all confident and 5= always confident (Dennis 
& Faux, 1999). Bandura suggests that all items should present positive and scores should 
be summed to produce a range from 33 to 165, in which higher scores will indicate 
higher levels of breastfeeding self-efficacy (Bandura, 1977). Based on a literature review 
of the BSES content validity has been established with interviews with breastfeeding 
mothers following a pilot test and an expert judgment using a method by Lynn (Lynn, 
1986).  
An initial psychometric assessment was conducted with a convenience sample of 
130 Canadian breastfeeding women where questionnaires were completed in-hospital and 
at 6-weeks postpartum (Dennis & Faux, 1999). According to Torres et al. (2002), 
Cronbach alpha coefficient for the scale was .96 with 73% of a corrected item-total 
correlation ranging between 0.30 and 0.70. Torres et al. (2002) also had support for 
predictive validity was demonstrated through positive correlations between BSES scores 
and infant feeding method at 6 weeks postpartum, indicating strong validity.  Also, the 
literature the BSES-SF has shown strong reliability and validity.  
 According to Guill (2010), the reliability of the BSES-SF was reported with a 
Cronbach alpha of .94. Construct validity was demonstrated by significant correlations 
between the BSES-SF and various scales such as the Rosenberg Self-Esteem Scale, the 
Perceived Stress Scale, and the Edinburg Postnatal Depression Scale with p<.001 (Guill, 
2010). Predictive validity for the scale was demonstrated by a statistically significant 
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difference in the scores of BSES-SF for mothers who were exclusively breastfeeding and 
those who were partially breastfeeding or bottle-feeding (Guill, 2010).  
Although initial support for validity and reliability of the BSES was attained, 
internal consistency statistics and factor loadings suggested a need for item reduction 
(Melo Dodt et al., 2012). The scale was redefined and psychometrically assessed to reach 
a shortened version- BSES-Short form in which was used for this research. The short-
form of the BSES is a 14- item instrument developed to measure breastfeeding 
confidence.  All items preceded by the statement mentioned previously “I can always” 
and are anchored by a 5-point Likert scale type, with 1= not at all confident and 5= 
always confident. All items are presented positively, and scores summed to produce a 
final score ranging from 14 to 70, with higher scores indicating better breastfeeding self-
efficacy (Dennis, 2003). The psychometric assessment was conducted on a population-
based sample of 491 breastfeeding women. The Cronbach’s alpha coefficient for BSES-
SF was .94, with a scale mean of 55.88 (SD=10.85) (Dennis, 2003). 
Breastfeeding in Public Survey 
 
The one question “Do you use any breastfeeding resources that your local county 
has to offer? Please list”, that will be used from the Breastfeeding in Public Survey will 
be validated within the pilot study. This question is to see if mothers use community 
breastfeeding resources that may assist with breastfeeding initiation and duration. All 
resources listed will be counted. As mentioned earlier, the reliability of the study 
instrument will be examined through the pilot testing. The BSES reliability was done 
through several methodologies testing by Dr. Cindy Dennis, “in which reliability 
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estimates of the BSES-SF, including Cronbach’s alpha coefficient, inter-item 
correlations, and corrected item-total correlation, appears to demonstrate excellent 
internal consistency” (Ip, Yeung, Chow, Chair & Dennis, 2012). Through the refinement 
process of the BSES short form has greater clinical utility due to ease of administration 
(Ip, Yeung, Chow, Chair & Dennis, 2012). 
Data Collection 
Full approval for data collection was obtained through Walden University IRB 
05-09-17-0118352, as well as full consent from the WIC facilities, La Leche League of 
Georgia, and Georgia Breastfeeding Coalition with approval to disseminate 
questionnaires onsite for WIC facility and strictly online for La Leche League of Georgia 
and the Georgia Breastfeeding Coalition. The data were collected through self-
administered questionnaires and online. The questionnaire was disseminated via the web 
through Survey Monkey and self-administrated at the WIC facility.  
The participants who decided to participate online accessed the survey via the 
study’s website where they reviewed the study information and proceeded with the 
survey. The completed questionnaires were sent directly to the investigator via the 
internet. The web address link to the questionnaire was also listed at the bottom of the 
consent form.  
I was present once a day every week to each of the WIC facilities until data 
collection was complete. The flyers were readily available at the receptionist’s desk as 
well as bulletin boards within each facility for 2 weeks. These notifications included the 
days and time for survey administration and all my contact information. The flyers were 
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given to everyone that came into the WIC facility. All participants who fit the inclusion 
criteria received a consent form, to protect their privacy; no signatures were collected, 
and their completion of the survey indicated their consent. Participants who received 
email invites from La Leche League, and the Georgia Breastfeeding Coalition completed 
the survey online, and the investigator closed the link four weeks after the initial email 
invites were sent. 
Pilot Study 
A pilot study was employed to gather more information on the data collection 
process from a convenience sample.  The pilot study was needed to (a) effectiveness of 
the data collection methods (b) time needed to complete the survey, (c) understandability 
of the questions being asked and (d) the reliability of the instrument. Selection for the 
participants was based on the inclusion criteria for selecting participants for the full 
study.  To conduct the pilot study, I requested permission from the WIC facility to recruit 
participants on-site. With a letter of cooperation already provided for the main-study and 
updated email was sent to begin the pilot study.  
The pilot study was done via pencil/paper. All 14 participants received an 
informed consent before participating in the pilot study. Throughout the consent form, the 
participants were informed of the importance of their participation and that there were no 
monetary gains offered. Their participation was solely being to contribute to this body of 
research. The research questionnaires were collected using convenience sampling from a 
sample of 14 mothers fitting the inclusion criteria for the study. These criteria are (a) 18 
years or older (b) have given birth within the year of data collection or has a child under 
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the age of one. I allowed 2 weeks to collect the data from the 14 mothers. After pilot 
testing the instrument on the sample of 14 mothers, I examined the data for any issues in 
clarity, reliability or validity. I found some problems and had to make modifications to 
the data collection tool. These modifications needed to be complete for me to move 
forward with the pilot study. I determined that if adjustments were not made these issues 
could be encountered during the implementation of the full study. As a result, I submitted 
several “Request for change in Procedure” to Walden’s IRB application. The requests 
were to: 
1. Move some questions around for a better flow 
2. Permission to add two more WIC facilities and one more breastfeeding 
organization 
3.  Permission to add to the online survey full study indicating that 
participants can forward the link to other mothers who may be willing to 
participate 
 After the pilot study, I went over the necessary changes and revised the survey 
before proceeding with the main study. I finalize the time needed to take the complete the 
online and face-to-face survey and the understandability of the survey. 
 
Main Study 
The main study was like the pilot study; the main study was executed primarily at 
three WIC facilities in urban Georgia. Study announcements were affixed on bulletin 
boards in those local WIC offices. I had a table set up each time I was at the WIC facility. 
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Women who saw the flyer and wanted additional information regarding the study 
requested a study packet from me explaining the contents of the study. Each study packet 
described the inclusion criteria for participation in the study. Participants who were 
deemed ineligible based on the inclusion criteria did not go any further within the study 
packets and returned the packets to me, and I thanked them for their time. If the 
participant did meet the inclusion criteria and agreed to participate, they were given the 
survey packet. The completion of the survey indicated their consent. Once the survey was 
completed, the participants returned the survey to me, and each participant was given the 
debriefing form. I ensured that the documents were properly and securely stored.  
The La Leche League of Georgia and the Georgia Breastfeeding Coalition 
disseminated the survey link via email, Facebook, and their volunteer breastfeeding 
counselors. The La Leche League and the Georgia Breastfeeding Coalition contacted 
mothers from their contact bank and sent email invites for participation for the study. 
When participants received the email invites it listed the inclusion criteria within the 
invite and the consent form to all participants who qualified. After meeting the inclusion 
criteria, the participants went to the link and started the survey. The debriefing form was 
included at the end of the survey. To reach other urban and rural breastfeeding and non-
breastfeeding mothers at the end of the survey a link was provided so that moms can 
forward the survey to other moms they may know who might meet the inclusion criteria. 
Clicking on the link implied informed consent. I ended the survey when the sampled 
population was reached. 
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Data Analysis 
The statistical analysis was performed using IBM SPSS Statistics 23. A basic 
analysis was conducted using SPSS software to produce the descriptive statistics 
including the measures of central tendency (e.g., mean, mode, median), standard 
deviation, confidence interval, frequency distribution, and range (Green & Salkind, 
2011). Table 1 presents the research questions, variables measured, and statistical 
analyses within the study: (a) Do rural women have different odds of initiating and 
sustaining breastfeeding than their urban counterparts? (b) Do women in rural areas have 
higher levels of breastfeeding self-efficacy than women in urban areas? (c) Do you use 
any community breastfeeding resources that your local county has to offer? If so, please 
list (d) Are there differences in breastfeeding perceptions among women in urban and 
rural areas? 
Research Question 1: To answer research question 1, a descriptive analysis 
crosstab test was used to examine BF initiation and to examine BF duration was 
examined using a Mann-Whitney U test. This question will be answered in the 
demographic survey section of the breastfeeding questionnaire. 
Research Question 2: To answer research question 2, a 2-sample t-test will be 
used to compare self-efficacy scores for women in rural and women in urban areas using 
the Breastfeeding Self-Efficacy Scale. Comparisons within and between the two 
geographical locations were done with inferential statistics. 
Research Question 3: To answer research question 3, a Chi-square analysis; 
Goodness of fit test was used to compare the number of resources listed and used by 
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women in urban and rural women, using the IIFAS (question 8), and Breastfeeding and 
Employment Study. 
Research Question 4: To answer research question 4, an Independent t-test was 
used in assessing breastfeeding perceptions for urban and rural women. Using the Effects 
of Breastfeeding and Breastfeeding in Public survey question 2. Table 1 
 
  Statistical Tests Used to Analyze Quantitative Questions 
 
 Instrument Variable Analysis/Test 
Descriptive statistics for 
demographics to 
understand the difference 
in marital status, income, 
education level, and 
infant feeding among 
women in urban and rural 
Georgia 
Questions 1-10 on survey 
created by researcher 
Demographic survey 
items: marital status, 
SES, education level, 
age, and breastfeeding 
status 
Means, percentages, 
median 
RQ1. Do rural women 
have different odds of 
initiating and sustaining 
breastfeeding than their 
urban counterpart? 
This question will be 
answered in the 
demographics. Questions 7, 
8, 9 of a survey created by 
the researcher. These 
questions will help compare 
rates of breastfeeding for 
both groups. 
 
rural and urban 
(independent variable) 
breastfeeding initiation 
and breastfeeding 
duration (dependent 
variables) 
Crosstab was used to 
examine the difference in 
BF initiation by 
geographic location 
(urban/rural).  
Differences in BF 
duration by location will 
be examined using a 
Mann- Whitney U test.  
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RQ2.  Do women in rural 
areas have higher levels 
of breastfeeding self-
efficacy than women in 
rural areas? 
Breastfeeding Self-Efficacy 
Scale scores from questions 
1-14 
Independent variable 
(rural/urban) 
Dependent variable (self-
efficacy) 
A 2-sample t-test- will be 
used to compare self-
efficacy scores for 
women in rural and 
women in urban areas. 
Comparisons between the 
two geographical 
locations will be done 
with inferential statistics. 
RQ3.  Are there 
differences in community 
resources among women 
in urban and rural areas? 
Effects of Breastfeeding in 
Public score from question 2 
Independent variable 
(urban/rural) 
Dependent variable 
(community 
breastfeeding 
perceptions) 
Chi-square (Goodness of 
fit test) will be using to 
find differences in use of 
and availability of 
community resources 
(community resources 
will be listed and 
counted). 
RQ4. Are there 
differences in 
breastfeeding perceptions 
among women in urban 
and rural areas? 
IIFAS score from questions 
2,3,6,7,9,12,14,15 and 17,  
 
 
Independent variable 
(rural/urban) 
Dependent variable 
(breastfeeding 
perceptions) 
Independent t-test was 
used to find differences 
in breastfeeding 
perceptions among 
women living in urban 
and rural Georgia  
 
Ethical Treatment of Participants 
All participants were treated with respect. Informed consent was implied when 
each participant took the survey packet to complete. Additionally, all participants had the 
right to withdraw at any time during their participation. Each participant knowingly had 
prior information to study, and if they did decide to withdraw, no penalty or explanation 
was needed. As a precaution study material (e.g., study packet) did not include identifiers 
and the questionnaires did not request any identifying information that may associate a 
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person with the study, and all information was kept anonymous to the public. All study 
material collected at the end of data collection was destroyed based on the guidelines 
from Walden University.  After removal from the data collection site, the study materials 
were transported to a secure location in a metal box. No other person had access to the 
completed questionnaires. I used only completed questionnaires for data analysis. After 
all the data was collected the questionnaires were analyzed and recorded by me and the 
questionnaires were destroyed via paper shredder. 
Summary 
This chapter was a detailed view of the quantitative research methodology used 
for this body of research. In this chapter, I presented details about the setting, sampling 
methods, methodology, data collection tools, data analysis, criteria for selecting 
participants, validity, and reliability, the researcher’s role, and ethical treatment of the 
participants. Further information on data analysis and data collection results will be 
presented in Chapter 4, and Chapter 5 will present a discussion of those results, 
interpretations, and limitations of the research. 
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Chapter 4: Results  
Introduction 
In this cross-sectional analysis, I aimed to examine breastfeeding perceptions, 
breastfeeding resources, and breastfeeding initiation and duration in urban and rural areas 
of Georgia. The quantitative research questions were constructed to investigate (a) if rural 
women have different odds of initiating and sustaining breastfeeding than their urban 
counterparts, (b) if women in rural areas have higher levels of breastfeeding self-efficacy 
than women in urban areas, (c) if women in urban areas use their available and local 
community breastfeeding resources more often than rural women, and (d) differences in 
breastfeeding perceptions among women in urban and rural areas of Georgia. To address 
these questions, responses from the IIFAS, Breastfeeding Self-Efficacy Questionnaire 
and the Breastfeeding in Public Survey were analyzed. This chapter provides an overview 
of the data collection, a description of the sample using descriptive statistics, and a 
presentation of the results of the statistical analysis.  
Pilot Study Overview 
Before implementing the online survey, a pilot study was conducted to test the 
effectiveness of the data collection methods, the time needed to complete the survey, 
understandability of the questions being asked, and the reliability of the instrument. I 
used a small group of 14 breastfeeding mothers in June 2017. The WIC facility in urban 
(Fulton County) were used for soliciting the mothers for participation. 
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Demographic Characteristics of Pilot Study Participants 
In total, 14 participants received the survey; taking the survey implied formal 
consent. Participants’ ages primarily fell between 30-39 (54.5%, n=7) while the 
remaining participants were ages 21-29 (27.3%, n= 3). Most of the participants had a 
high school degree or equivalent diploma (27.3%, n=3) or attended 
trade/technical/vocational training school or had some college or higher (18.2% for all 
other categories, n=9). Of the participants that completed the study were single (45.5%, 
n=6) with a household income of $10,000 to $24,999 (36.4%, n =4). 
Results of the Pilot Study 
 
To determine the amount of time necessary to take the survey, I calculated the 
time required to review the informed consent form with the average time needed to 
complete the survey (e.g., 3 minutes + 7 minutes= 10 minutes). The process for 
establishing reliability for the data instruments used was discussed in Chapter 3. To gain 
an in-depth understanding of whether the participants understood the items on the 
questionnaire, I asked each question verbally to the participants after completion of the 
survey. Based on the participants’ comments, the data collection instrument was clear and 
easily understood. As a result of piloting the survey, the questions were reorganized to 
align with the headings that were listed in the survey. Specifically, three questions needed 
to be rearranged: 
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Table 1 
Study Questions Renumbered 
Questions before the pilot study Questions after pilot study 
1) Do you live in urban or rural Georgia? 10) Do you live in urban or rural Georgia 
11) Are you currently breastfeeding? 1) Are you currently breastfeeding? 
12) Have you breastfed within the last 
year? 
2) Have you breastfed within the last 
year? 
 
Based on the pilot study participants’ feedback and responses to the survey 
questions, I had to make changes to the order of the questions as stated previously in the 
data collection instrument. As a result, a “Request for Change in Procedure” was 
submitted to the Walden University IRB to make the needed changes to the data 
collection instrument. The renumbered final instrument is provided in Appendix C. After 
approval from the Walden University IRB, I conducted the full study. 
Research Setting 
This study was conducted using an online survey and a face-to-face survey. 
Mothers over the age of 18 accessed the online survey via e-mail notices from La Leche 
League and Georgia Breastfeeding Coalition and by accessing the web address listed on 
flyers posted by the La Leche League and Georgia Breastfeeding Coalition. The face-to-
face portion was conducted at two WIC facilities. Initially, I partnered with one 
breastfeeding organization and one WIC facility (North Fulton Regional WIC). These 
organizations agreed to help disseminate the survey online (La Leche League) and on-site 
(WIC facility). Several modes of communication were used to recruit potential 
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participants (Facebook, e-mail, flyers, bulletin announcement, etc.). To recruit a more 
diverse urban sample, I requested permission from the Walden University IRB to add 
another WIC facility and another breastfeeding organization (Georgia Breastfeeding 
Coalition). After approval was granted, the additional facility and organization were 
included. The majority of participants recruited completed the online survey.  
Overview of Data Collection 
For this study, the data collection tool consisted of the BFSF short-form, IIFS, and 
one question from the Breastfeeding in Public survey. Data were collected using a cross-
sectional survey made available through an online format and in-person. Access to the 
survey was available to anyone with Internet capabilities who met the inclusion criteria. 
Participants on site had the opportunity to complete the survey online. Consent was 
implied when the participants clicked the next button after reading the consent form. In-
person consent was implied after the receipt of the survey. 
A total of 203 women gave implied consent prior to accessing the online survey. 
Forty women agreed to participate in an in-person survey. Partial surveys were not 
included in the data analysis. A total of 150 participants completed the survey in its 
entirety. The survey completion rate was 74% ([150/203] *100). The missing responses 
were due to my error and participants not completing the survey in its entirety. 
After Walden University IRB approval, data collection was initiated in July 2017 
by launching the survey using. To recruit participants, partner organizations used social 
media, client databases, and disseminated flyers, which yielded 110 completed online 
surveys. I requested in August 2017 to Walden University IRB to include another 
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organization and WIC facility to help get more participants in urban and rural Georgia. 
Data collection was completed in November 2017, and the survey data were downloaded 
from Survey Monkey into SPSS software. All in-person survey data were entered into 
SPSS manually. General guidelines for accurate data management were considered, 
which included cleaning the data, minimizing and renaming variables, and tracking the 
codes for each variable. Additionally, all data were backed up and stored following 
Walden University requirements and IRB guidelines. 
Data Analysis: Full Study 
Summary of Statistical Analysis 
 
Descriptive statistics were generated for the demographic items, information of 
feeding practices, and breastfeeding mothers’ location. Chi-square analysis was 
performed to assess the bivariate relationships between breastfeeding status and 
demographic variables. All tests were performed with α= 0.05 as the level of 
significance. A crosstab was used to determine the odds of breastfeeding to examine the 
differences in breastfeeding initiation by location, and a Mann-Whitney Test was also 
conducted to determine the differences in breastfeeding duration by location (urban and 
rural). It was hypothesized that rural women did not have the same odds of initiating and 
sustaining breastfeeding than their urban counterparts. Two questions from the survey 
were combined to make one variable breastfeeding variable: "Are you currently 
breastfeeding?” and "Have you breastfed within the last year?” For this study, 
breastfeeding initiation was defined as a mother breastfeeding at any time after birth.  
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Demographics for Overall Study 
Demographic Characteristics of Participants 
 
The required sample size for this study was 138. The final sample size was 150; 
110 participants completed the online survey and 40 completed the survey in person. 
Age and marital status. The frequency and percentages of participant 
demographic data were obtained from the descriptive analysis. The age of the participants 
was reported by group: 18-20, 21-29, 30-39, 40-49, and 50-59. Of the 150 participants 
who completed the survey face-to-face and online, 26.7% (n=150) were between the ages 
of 21-29 and 58.0 % were between the ages of 30-39. In addition, 61.3% (n=150) were 
married; 6.7% were in a domestic partnership; 24 % identified as single, never married; 
0.7% widowed; 3.3 divorced; and 4.0% separated. The data on age and marital status are 
presented in Table 2 and Table 3. 
Education and income level. Based on the demographic data for education, 
35.3% (n=53) had received a graduate or professional degree, 25.3% (n=38) had a 
bachelor’s degree, and 18% had (n=27) some college but no degree. For income, 21.5% 
(n=31) had an annual income of $25,000 to $49,999 and 20.1% (n= 29) earned $50,000 
to $74,999 annually. The data on education level and income are presented in Table 4 and 
Table 5.   
Table 2 
 
Frequencies and Percentages for Age 
 Frequencies Percentages 
Age   
18-20 8 5.3 
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21-29 40 26.7 
30-39 87 58.0 
40-49 15 10.0 
Total 150 100.0 
 
Table 3 
Frequencies and Percentages of Marital Status  
 
 Frequency Percentage 
Marital Status   
Married 92 61.3 
Widowed 1 0.7 
Divorced 5 3.3 
Separated 6 4.0 
In a domestic 
partnership or civic 
union 
10 6.7 
Single, never married 36 24.0 
Total 150 100.0 
 
Table 4 
Frequencies and Percentages of Education Level 
 Frequency Percentages 
Education   
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Less than high school degree 4 2.7 
High School degree or 
equivalent 
15 10.0 
Some college, but no degree 27 18.0 
Trade/technical/vocational 
training 
4 3.3 
Associate degree 8 5.3 
Bachelor’s degree 38 25.3 
Graduate or professional 
degree 
53 35.3 
Total 149 99.9 
Note: For this question, data were missing from one participant for education. 
 
 
 
 
 
Table 5 
Frequencies and Percentage of Income 
 Frequency Percentage 
Income   
$0 to $9,999 14 9.7 
$10,000 to $24,999 14 9.7 
$25,000 to $49,999 31 21.5 
$50,000 to $74,999 29 20.1 
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$75,000 to $99,999 18 12.5 
$100,000 to $124,999 15 10.4 
$125,000 to $149,999 11 7.6 
$150,000 to $174,999 6 4.2 
$175,000 to $199,999 2 1.4 
$200,000 and up 4 2.8 
Total 144 99.9 
Note: For this question, data were missing from six participants for income. 
Race and ethnicity. Table 6 and Table 7 present the results of the race/ethnicity 
analysis. Thirty-eight percent (n=57) of the study participants were White women and 
56% (n= 84) indicated they were Black or African American. Nine percent of participants 
indicated that they were Hispanic or Latino (n=13).  One participant declined to answer 
the ethnicity question.  
 
 
 
 
Table 6 
Frequencies and Percentages of Race 
Race Frequency Percentages 
White 57 38.0 
Black or African-America 84 56.0 
American Indian or 
Alaskan Native 
1 0.7 
111 
 
Asian 6 4.0 
Native Hawaiian or Pacific 
Islander 
2 1.3 
Total 150 100.0 
 
Table 7 
Frequencies and Percentages of Ethnicity 
Ethnicity Frequency Percentage 
Hispanic or Latino 13 8.7 
Not Hispanic or 
Latino 
136 91.3 
Total 149 100 
 
Infant feeding. Table 8 and Table 9 shows the frequencies and percentages of 
women who reported breastfeeding currently and/or had breastfed within the past year. 
Sixty-one percent (n= 92) reported currently breastfeeding; 81% (n=121) had breastfed 
within the last year. Breastfeeding initiation was determined by combining responses to 
currently breastfeeding and breastfed within the last year. Seventy-three percent (n=110) 
of women were found to have initiated breastfeeding and 26.6% (n=40) did not. 
Table 8 
Frequencies and Percentages for Currently Breastfeeding 
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Currently Breastfeeding Frequency Percentage 
Yes 92 61.3 
No 58 38.7 
Total 150 100 
Noteₐ: “Infant Feeding” relates to the question “Are you currently breastfeeding? Where yes=1 and no=2, 
also have you breastfed within the last year? Where yes=1 and no=2 
Table 9 
Frequencies and Percentages of Breastfed within the last year 
Breastfed w/ last year Frequency Percentage 
Yes 121 80.7 
No 29 19.3 
Total 150 100 
Noteₐ: “Infant Feeding” relates to the question “Are you currently breastfeeding? Where yes=1 and no=2, 
also have you breastfed within the last year? Where yes=1 and no=2 
Location (urban and rural): Table 10 shows the frequencies and percentages of 
the participants who participated in the study. A majority of the participants resided in 
urban Georgia at (64%). 
 
Table 10 
Frequencies and Percentages of Participants in Urban and Rural Georgia 
 Location Frequency Percentages 
Urban 96 64% 
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Rural 54 36% 
Total 150 100 
Noteₐ:  For this question Urban=0 and Rural=1 
Race and Location: Table 11 reports the distribution of the sample by race and 
location (urban or rural). Twenty-seven percent (n=26) of urban participants were White 
while 67.7 percent of urban participants were Black/African American (n=65). Among 
participants who resided in rural Georgia, 57.4% were White (n=31), 35.2 % were 
Black/African American (n=19). 
Table 11 
Location by Race   
N=149 Location  
 Urban (n=96) Rural (n=54) 
Race   
White 27.1% (n=26) 57.4% (n=31) 
Black/African American 67.7% (n=65) 35.2% (n=19) 
American Indian/Alaskan 
Native 
1.0% (n=1) 0.0% (n=0) 
Asian 4.2% (n=4) 3.7% (n=2) 
Native Hawaiian/Pacific 
Islander 
0.0% (n=0) 3.7% (n=2) 
Total 100.0% 100.0% 
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Breastfeeding Initiation and Race: The largest racial group for initiating 
breastfeeding were Black/African Americans 57.7% (n=75) and the second largest 
percentage were White mothers 36.9% (n=48). 
Breastfeeding Duration by Race: Table 6 shows the crosstab analysis for 
breastfeeding duration by race. Sixty-two percent (n=33) of white mothers breastfed for 6 
months or longer and 20.8% (n=11) for 2-4 months. Among Black/African American 
women 50.0% (n=36) breastfed for 6 months or longer and 29.2% (n= 21) breasted for 0-
2 months. The one American Indian participant reported breastfeeding for 0-2 months. 
Among Asian participants, 33.3% (n= 2) reported breastfeeding for 0-2 months, and 50% 
(n=3) breastfed for 6 months or longer.  Fifty percent (n=1) of Native Hawaiian 
participants reported breastfeeding for 2-4 months and 50% (n=1) for 4-6 months.   
Table 12 
Breastfeeding Initiation by Race 
 Breastfeeding Initiation 
N= 149   
 Yes No 
Race   
White 36.9% (n=48) 47.4% (n=9) 
Black/African American 57.7% (n=75) 47.4% (n=9) 
American Indian/Alaskan Native 0.8% (n=1) 0.0% (n=0) 
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Asian 4.6% (n=6) 0.0% (n=0) 
Native Hawaiian/Pacific Islander 0.0% (n=0) 5.2% (n=1) 
Total 100% 100% 
Noteₐ:  For this question missing one participant’s response. Combined variables of “Are you currently breastfeeding? also have you 
breastfed within the last year? To be considered for initiated breastfeeding you have had to answer yes to both questions. 
Table 13 
Breastfeeding Duration by Race 
  Duration   
N=134     
 0-2 months 2-4 months 4-6 months 6 months 
or longer 
Race     
White 13.2% 
(n=7) 
20.8% 
(n=11) 
3.8% 
(n=2) 
62.2% 
(n=33) 
Black/African American 29.2% 
(n=21) 
12.5% 
(n=9) 
8.3% 
(n=6) 
50.0% 
(n=36) 
American Indian/Alaska Native 100.0% 
(n=1) 
0% 
(n=0) 
0% 
(n=0) 
0% 
(n=0) 
Asian 33.3% 
(n=2) 
0% 
(n=0) 
16.7% 
(n=1) 
50.0% 
(n=3) 
Native Hawaiian/Pacific Islander 0.0% 
(n=0) 
50.0% 
(n=1) 
50.0% 
(n=1) 
0.0% 
(n=0) 
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Total 100.0% 100.0% 100.0% 100.0% 
Noteₐ:  For this question missing six participants responses. 
Summary of Statistical Analysis 
A crosstab analysis was used to analyze the odds of breastfeeding initiation 
between urban and rural mothers. The data analysis allowed me to answer part of 
research question one. 
RQ1. Do rural women have different odds of initiating and sustaining breastfeeding than 
their urban counterparts?  
Hₒ: Rural women have the same odds of initiating and sustaining breastfeeding as 
their urban counterparts. 
Hₐ:  Rural women do not have the same odds of initiating and sustaining 
breastfeeding as their urban counterparts. 
To assess the first part of research question one (RQ1) a crosstab was conducted 
to determine if odds of breastfeeding differ by location.  The OR=1.759 (95% C.I.=.666- 
4.65) suggests the odds of breastfeeding are not different for rural versus urban women 
(Table 14). The null hypothesis was retained. 
Table 14 
Results of Crosstab Test and Descriptive for Breastfeeding Initiation and Location 
(Urban and Rural) 
Risk Estimate 
 Value 
95% Confidence Interval 
Lower Upper 
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Odds Ratio for Initiated 
Breastfeeding Variable 
(1 / 2) 
1.759 .666 4.645 
For cohort Location = 0 1.257 .806 1.959 
For cohort Location = 1 .715 .420 1.216 
N of Valid Cases 149   
 
Because the numbers for the duration for urban and rural were not normally 
distributed, a Mann-Whitney U test was conducted to evaluate the second part of the 
hypothesis that sustaining breastfeeding (breastfeeding duration) is associated with 
location. The results of the test suggested a small difference between breastfeeding 
duration and location among breastfeeding mothers. The test indicated, that breastfeeding 
duration among urban participants (Mean Rank= 65.71, n =84) and rural participants 
(Mean Rank= 70.50, n= 50), differed but there was a nonsignificant association between 
location and sustaining breastfeeding (U=1950.0; p=.448). The null hypothesis that rural 
women have the same odds of sustaining breastfeeding than their urban counterparts is 
retained. 
Table 15 
Results of Mann-Whitney U Test 
Ranks 
 
Location N Mean Rank Sum of Ranks 
Duration 0 84 65.71 5520.00 
1 50 70.50 3525.00 
Total 134   
Note: Missing sixteen participants responses to duration question. 
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Test Statisticsa 
 Duration 
Mann-Whitney U 1950.000 
Wilcoxon W 5520.000 
Z -.758 
Asymp. Sig. (2-tailed) .448 
a. Grouping Variable: Location 
Figure 1.Mann-Whitney test. 
Research Question 2 
RQ2. Do women in rural areas have higher levels of breastfeeding self-efficacy than 
women in urban areas? 
Hₒ: Women in rural areas have higher levels of breastfeeding self-efficacy than women in 
urban areas. 
Hₐ: Women in rural areas do not have higher levels of breastfeeding self-efficacy than 
women in urban areas. 
The breastfeeding self-efficacy scale is used to identify breastfeeding mothers at 
considerable risk of not breastfeeding, assess breastfeeding behaviors and cognitions to 
individualize confidence-building strategies, and evaluate effectiveness of various 
interventions and guide program development (Dennis, 2014).  For this research question, 
due to an error in developing the survey all items of the self-efficacy instrument were not 
included on the survey. As a result, self-efficacy was not fully measured, and Research 
119 
 
Question 2 could not be fully answered. However, individual responses to self-efficacy 
questions were examined.  Table 16 includes means and frequencies from individual 
survey items, but I am unable to test the research hypothesis. The response scale for these 
items ranged from 1-5 With 1 meaning low self-efficacy and 5 reflecting high self-
efficacy.    
Table 16 
Frequencies and Mean of Participants Breastfeeding Self-Efficacy (Breastfeeding 
Confidence) 
 
 
 
 
Research 
Question 3 
RQ3. Do 
women in 
urban areas 
use their 
available and 
local 
community 
Breastfeeding Self Efficacy Frequencies Means 
Baby Properly latch 130 4.15 
Satisfied with BF experience 130 3.96 
Comfortable Feeding 130 3.93 
Continuing to breastfeed 130 4.02 
Managed to breastfeed 130 3.92 
Managed the BF Situation 130 3.82 
Time-consuming 130 3.92 
Baby Finished Breastfeeding 130 4.06 
Breastfeeding demands 130 3.84 
Feed at every feeding 130 3.88 
Switching breast 130 3.88 
N=130   
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breastfeeding resources more often than rural women? Please list resources  
Hₒ1: Women in urban areas do not use more of their available and local 
community breastfeeding resources more often than rural women 
Hₐ2: Women in urban areas do use more of their available and local community 
breastfeeding resources more often than rural women 
A chi-square goodness of fit analysis was conducted to determine if women in urban 
areas use their available and local community breastfeeding resources more often than 
rural women (see Table 17). 
Table 17 
Summary Output of Chi-Square Local Community Resources by Location 
Breastfeeding Resources Urban Rural Total Percentages 
N= 149    
Yes 48 (59.3 %) 33 (40.7%) 100% 
No 48 (70.6%) 20 (29.4) 100% 
Total 96 53  
Noteₐ: Data was missing for one participant. 
The chi-square analysis indicated the association between community resources 
(DV) and urban and rural location (IV) was not statistically significant, X² (1, N= 149) = 
2.07, p=.15. I failed to reject the null hypothesis.  
Research Question 4 
RQ4. Are there differences in breastfeeding perceptions among women in urban and rural 
areas? 
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Hₒ1:  There are no differences in breastfeeding perceptions among women in 
urban and rural areas. 
Hₐ2:  There are differences in breastfeeding perceptions among women in urban 
and rural areas. 
An independent samples t-test was conducted to compare breastfeeding 
perceptions among women in urban and rural areas of Georgia. There was not a 
significant difference in the perception scores for urban women (M= 38.4, SD=3.99) and 
rural women (M= 37.39, SD=5.04); t (88) = 1.20, p= 0.24. These results suggest that 
there are no differences in breastfeeding perceptions among women in urban and rural 
areas of Georgia. The null hypothesis was retained. 
Table 18 
Results of t-test and Descriptive Statistics for Breastfeeding Perceptions in Urban and 
Rural Mother 
 Breastfeeding Perception 95% CI for 
Mean 
Difference 
  
 Urban  Rural   
 M SD n  M SD n t df 
Breastfeeding 
Perception 
38.36 3.99 96  37.40 5.05 53 -.640, 2.60 
1.20
* 
88.
4 
Note: Equal variances not assumed *p > .05. Data missing for one participant. 
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Summary 
 In this chapter, information was presented on the results of this cross-sectional 
quantitative study. The results for the study yield no significant differences between rural 
and urban women for initiating breastfeeding, breastfeeding duration, and perceptions of 
breastfeeding. For research questions about the odds of initiating and sustaining 
breastfeeding in urban and rural. Women in urban areas did not have the same odds of 
initiating and sustaining breastfeeding as their urban counterparts. Nor did women in 
urban areas use their available and local community breastfeeding resources more often 
than rural women. When it comes to breastfeeding perception among women in urban 
and rural in this study there were no differences in breastfeeding perceptions among in 
urban and rural areas. In chapter 5, I will discuss the following: (a) interpretations of the 
findings, (b) limitation of the study, (c) implications for social change (d) 
recommendations for future studies (f) conclusion from the study. 
 
 
 
 
 
 
 
Chapter 5: Discussion, Conclusions, and Recommendations 
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Introduction 
The overall rates of breastfeeding initiation and duration rates remain lower than 
recommended. Many mothers are not exclusively breastfeeding for the first 6 months of 
life and then introducing solid foods (AAP, 2012). Only 17% of mothers in the United 
States are exclusively breastfeeding at 6 months and fewer than 5% of mothers are 
breastfeeding at 1 year (CDC, 2010; Jones et al., 2011). Several factors may dissuade 
mothers from breastfeeding and are significant in initiating and sustaining breastfeeding. 
Some of the challenges have been personal challenges, lack of breastfeeding support, 
breastfeeding perceptions, inadequate milk production, the concern of infant satisfaction, 
the need to return to work, breastfeeding in public, work support, and the confidence to 
breastfeed (CDC, 2011).  
In my research, I asked mothers if they were currently breastfeeding and if they 
breastfeed within the past year. My research did not include the infant’s age as a variable, 
or when exactly the mother began to breastfeed (e.g., at birth, weeks after birth, 2 months 
after, etc.). Similarly, education, age, and SES were variables in the sociodemographic 
characteristics of the literature view and the survey; however, they were not a main factor 
in research questions posed. These are all known factors that impact breastfeeding rates 
(Flacking et al., 2007; Heck et al., 2006; Nesbitt et al., 2012).  
Interpretation of Findings 
The purpose of this quantitative study was to examine the differences in 
breastfeeding perception, breastfeeding community resources, breastfeeding self-efficacy, 
and rates of initiation and duration among urban and rural women of Georgia using a 
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cross-sectional study design. I used a cross-sectional quantitative design. The data were 
collected from a convenience sample of 150 mothers from Georgia. Mothers self-reported 
infant feeding habits, breast feeding perception, and breastfeeding self-efficacy. 
Descriptive statistics were calculated on the controlled research variables. A t test was 
used to analyze the two groups (urban and rural) to compare breastfeeding perception 
scores on breastfeeding outcomes. The outcome variables were assessed by crude and 
adjusted odds ratio (OR) and 95% confidence intervals (CI) for rural and urban 
(independent variables). 
 In my analysis of breastfeeding perception and breastfeeding resources, I did not 
find any statistically significant differences by location. Rate of breastfeeding of both 
groups were similar 59/96= 61.46% (urban), 33/54= 61.11% (rural). Breastfeeding 
disparities can be seen by race, education, age, and income variables. In the most recent 
US National Immunization Survey, only 66.4% of Black mothers initiated breastfeeding 
in 2014, compared to 83% of White mothers and 82.4% of Hispanic mothers (CDC, 
2016). For this study, 57.7 % of Black/African American mothers initiated breastfeeding 
while only 36.9% of White mothers initiated breastfeeding.  
However, White mothers reported breastfeeding for 6 months or longer at a 
higher rate (62.2%) than any other racial/ethnic groups (Black /African American 
=50.0%, Asian= 50.0%, American Indian = 0.0%, Native Hawaiian = 0.0%), which is 
what previous research indicated. McKinney et al. (2018) stated that racial/ethnic gaps in 
breastfeeding remained significant at 6 months, with only 35.3% of Black mothers still 
breastfeeding, compared with 55.8% of White mothers and 51.4% of Hispanic mothers. 
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Black women consistently remaining at the bottom. In this study, I found comparable 
results in keeping with previous studies examining breastfeeding duration by race. As for 
this study, Black mothers participated more in this study in urban parts of Georgia 77.4% 
and 45.6% for White mothers. More White mothers (54.4%) were from rural parts of 
Georgia.    
Research Question 1 
 
 Analysis of the first research question resulted in a nonsignificant finding for the 
associations between the independent variable location and the dependent variable self-
reported breastfeeding initiation (currently breastfeeding or within the last year) and 
sustaining (the number of months breastfeed) among study participants. For this inquiry, 
no bivariate associations were found between the variables. Thus, I failed to reject the 
null hypothesis. I did show comparable results of prevalence of breastfeeding initiation at 
66.2% in urban and 33.8% in rural; when compared to the nation prevalence among 
women in rural areas (56.6%) is lower than urban areas (43.4%) in the United States 
(Chapman & Perez-Escamilla, 2012). Most of the women in the urban locations breastfed 
6 months or longer at 59.7%. In addition, 40.3% of women in rural areas breastfed for 6 
months or longer. The length of time each group of women breastfed was similar: 0-2 
months (67.7% urban, 32.3% rural), 2-4 months (61.9% urban, 38.1%), and 4-6 months 
(70.0% urban, 30.0% rural). These findings did support previous literature (Chapman & 
Perez-Escamilla, 2012) where rural women have significantly lower rates in 
breastfeeding initiation and duration when compared to urban; however, these findings 
were not statistically significant in my study.   
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Research Question 2 
 
 The independent variables (urban/rural) were examined with the dependent 
variable self-efficacy. The null hypothesis was that women in rural areas do not have 
higher levels of breastfeeding self-efficacy than women in urban areas. Self-efficacy is a 
strong predictor of both breastfeeding initiation and duration (Tuthill et al., 2015). I was 
unable to answer this research question due to not using the full scale. However, in my 
review of the individual responses, I was able to determine that many women indicated 
they were confident in their ability to breastfeed and the overall breastfeeding experience. 
Conversely, some of the women were not confident when it came to management of 
breastfeeding demands and wanting to continue to breastfeed.  
Research Question 3 
 
 In examining local community breastfeeding resources between urban and rural 
areas, many of the participants reported using breastfeeding resources. Most women 
(59.3%) in the urban areas used available breastfeeding resources compared to (40.7%) of 
women in rural areas. I was unable to reject the null hypothesis that there was no 
difference in use of breastfeeding resources by location. A woman’s ability to initiate and 
sustain breastfeeding is influenced by the community in which she lives (U.S Department 
of Health & Human Services, 2014). Breastfeeding resources provide mothers with 
necessary resources that can provide mothers with help with questions and/or difficulties 
with breastfeeding. Ideally, a mother will have access to trained experts who can assist 
her with breastfeeding and help her take appropriate action in building a support system. 
These resources ensure that all federal, state, and local laws recognize and support the 
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importance and practice of breastfeeding. The extent to which each of these entities 
supports or discourages breastfeeding can be crucial to a mother’s success in 
breastfeeding. Majority of the women who participated in the study listed various 
community-based programs that helped with their breastfeeding journey, such as WIC, 
La Leche League, lactation consultants, and other breastfeeding groups.  
The women who were recruited from the WIC facilities listed WIC as a local 
breastfeeding resource. The women who completed the survey online also listed WIC as 
a local breastfeeding resource; WIC facilities have made it their goal to create a 
conducive environment to encourage mothers to breastfeed. Federal regulations have 
specified that the state agencies take to ensure (a) a sustainable infrastructure for 
breastfeeding activities; (b) the prioritization of breastfeeding mothers and children in the 
WIC certification process; (c) activities to support education in nutrition for breastfeeding 
mothers, including peer support; and (d) allowances for using program funds to carry out 
activities that improve support for breastfeeding among WIC participants (Georgia 
Department of Health, 2016).  
Research Question 4 
 
 The findings from this research question regarding breastfeeding perceptions 
compared breastfeeding perceptions of urban women to breastfeeding perceptions of rural 
women. Findings revealed no statistically significant differences between breastfeeding 
perceptions among the two groups. It was hypothesized that because breastfeeding 
perceptions play a vital role in breastfeeding initiation and duration that there would not 
be any differences in breastfeeding perceptions among women in urban and rural areas. 
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There are relevant studies that examine breastfeeding perceptions among women, but 
none primarily focused on distinctions between women in urban and rural areas. The 
questions that were asked to mothers were how they viewed breastfeeding, was it a 
natural part of life, should it be confined to one’s home, etc. In this study I didn’t find any 
differences in perceptions but in previous literature, oftentimes, mothers felt as if they 
had to give up too many of their lifestyle habits to breastfeed (Thomson et al., 2015). 
Some studies have shown that mothers felt that not breastfeeding was not living up to 
womanhood and motherhood (Taylor & Wallace, 2011; Knaak, 2010), perceptions of 
inadequate mothering (Thomson et al., 2015), and feelings of having to defend the 
decision to feed formula to support their identity as a good mother (Knaak, 2010; Ludlow 
et al., 2012). For this study, there were no differences by location but overall the mothers 
in this study had positive perceptions of breastfeeding.  
Study Limitations 
This research investigated associations with breastfeeding initiation and duration 
among women in urban and rural Georgia. The results of this study did not include each 
potential risk markers that have been identified in previous research. Such factors as (a) 
social support (b) return to work (c) support in workplace (d) health care involvement (e) 
self-efficacy skills, (f) factual information on breastfeeding knowledge and attitudes 
regarding breastfeeding. All of these factors are a valuable tool in encouraging 
breastfeeding. Social support return to work, workplace support, health care involvement 
and self-efficacy are all significant factors in breastfeeding initiation and duration. The 
findings in this study could have potentially differed if these other factors may have been 
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included especially between the two geographical regions. Previous studies have shown 
that these factors can be considerably helpful to breastfeeding and also may posed 
significant barriers for women for breastfeeding. 
This study was not representative of all racial groups (e.g. Asian, Hispanic, and 
Pacific Islander) possibly because members of these racial groups are underrepresented in 
the communities were the selected WIC facilities are located and the recipients who used 
La Leche League and Georgia Breastfeeding Coalition.  With vast breastfeeding 
disparities among racial/ethnic groups especially among American Indian/Alaska Native 
and Pacific Islander it would have been beneficial to see their odds of initiating and 
sustaining breastfeeding in urban and rural parts of Georgia. Research has shown that 
Hispanic and Asian women are the only racial groups currently meeting the Healthy 
People 2020 breastfeeding initiation goals of 81.9% whereas Native American and 
Whites are close to attaining (CDC, 2016). For 6 months or longer no ethnic groups are 
meeting the HP2020 goals (CDC, 2016).  
Customarily, convenience sampling can have a prominent level of sampling error, 
in which was profound in this research. African-American women were highly 
represented in this study compared to their white counterparts. This might be explained 
by the high number of African American women attending programs -at the WIC facility 
locations used for study recruitment. Another limitation was the need to get more rural 
participants. La Leche League stated that most of women in their database were in urban 
areas. It is important to keep in mind that while my study included many mothers in 
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urban areas these findings may not be generalizable o other urban areas of Georgia and 
other rural populations.  
The Georgia Breastfeeding Coalition assisted with recruiting rural participants in 
Georgia by sending emails to various breastfeeding organizations and peer counselors for 
breastfeeding. Originally, I thought that a larger proportion of the study participants 
would be recruited through the WIC facility, due to me being there physically for weeks, 
but most of the participants completed online surveys. The use of the WIC program is 
primarily for women who meet certain income requirements. Many of the women 
participating in the WIC program received Medicaid, Temporary Assistance to Needy 
Families (TANF), and the Supplemental Nutrition Assistance Program (SNAP) in which 
makes them adjunctively income eligible for WIC (Georgia Department of Public Health, 
2013). With the data being collected at a WIC facility the study is limited to mothers 
whose demographics meet the eligibility criteria for WIC programs thus limiting the 
generalizability of the results.  
The average income for WIC families were $12,479 (GADPH, 2013). In which 
may have limited mothers who income aligned with middle and upper-class incomes. 
Based on the data from this study, most of the participants income was $25,000 to 
$49,000 but this was not differential based on if the participants were recruited from WIC 
or La Leche League or the Georgia Breastfeeding Coalition. Majority of WIC 
participants are black (43%), 30% white, and 22% Hispanic and on average women who 
participate in WIC have 12 years of education (GADPH, 2013). For this study majority of 
the participants were black but the data could not show if the participants were from WIC 
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facilities who participated online or face to face in which all WIC participants had the 
right to do. 
There was a lower rate of participation among rural participants.  Many of the 
rural participants were recruited solely by La Leche League, the Georgia Breastfeeding 
Coalition, and participants forwarding the survey link to other breastfeeding mothers in 
rural parts of Georgia. Some of the challenges that could have affected recruitment for 
this study was that many of the La Leche League peer counselors are not as prevalent in 
rural as compared to many urban areas of Georgia. Rural mothers may not have had 
access to computers to access the survey. Some of the rural participants declined 
participation for the study. The small number of rural women impacted the findings 
because it wasn’t reflective of breastfeeding outcomes for rural women and it limited the 
differences in breastfeeding initiation and duration between the two areas. 
Limitation with the data collection might exit because women had to self-report 
infant feeding practices and some participants may not have disclose feeding methods 
accurately seeing that most mothers may have had to recall information from 2 to 8 
months prior to the study. In this study, social desirability may have influenced responses 
to breastfeeding questions if there were mothers who were embarrassed or ashamed that 
they didn’t continue to breastfeed or did not want to indicate that they were not 
knowledgeable about breastfeeding.  
The study was for English speaking women and did not include the Spanish 
speaking populations in Georgia. Even though urban and rural areas do have Spanish 
speaking populations for this study they were not used based upon possible language 
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barriers. This may have been a factor in the small number of Hispanic participants in the 
study and could have possibly impacted the results of the study as in the state of Georgia, 
Hispanic women have a higher rate of breastfeeding at 77.5% when compared to non-
Hispanic blacks (Georgia Department of Public Health, 2015).   
Within the self-efficacy variable, I was unable to compare self-efficacy scores 
between the two groups, because I didn’t use the whole scale within my survey. Research 
has shown the importance of breastfeeding self-efficacy and unfortunately, I was unable 
to provide any results. Lastly, urban and rural definitions can range and many of the 
respondents were not sure if they lived in urban or rural Georgia. Even though 
participants were asked to put what county they lived in some of those questions were 
skipped and I had to solely rely on whether they checked urban or rural. To minimize the 
confusion for future studies maybe a list of counties should be listed within the survey or 
urban and rural definitions can be provided.  
Implications for Social Change 
This study offered some significant insights for breastfeeding based on residential 
location in Georgia. Breastfeeding is the ideal nourishment for infant and young children, 
but in the state of Georgia breastfeeding initiation and duration rates still fall short of the 
Healthy People 2020 objective (Dumphy et al., 2016). Using the social ecological model 
can help health care professionals adopt a new way to discuss the issue of breastfeeding 
with mothers in urban and rural mothers. According to Dunn et al (2014) this approach 
allows health care professionals to provide a holistic approach in understanding the 
barriers that may influence a women’s decision to initiate and sustain breastfeeding. This 
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framework presents the various levels from contextual to individuals factors and these 
factors help identify the most influential factors for infant feeding. In this study, the 
women’s breastfeeding perceptions and self-efficacy responses reflected individual 
factors that can influence breastfeeding, while responses regarding the availability of 
breastfeeding related community resources reflects the contextual factors that impact 
breastfeeding and infant feeding decisions. 
Using the SEM framework allowed me to examine how breastfeeding perceptions 
and community resources may or may not differ in geographical regions in Georgia. With 
this new perspective public health practitioners can create breastfeeding interventions that 
are geared toward breastfeeding resources in urban and rural areas and making sure that 
when a mother decides to breastfeed that they are aware of all breastfeeding resources in 
their community. Understanding this approach will help health practitioners understand 
that breastfeeding is a community effort and a shared responsibility from the doctor to 
both parents. 
If practitioners can begin to understand breastfeeding perceptions, attitudes, 
confidence, and knowledge about breastfeeding it can potentially foster breastfeeding 
communities, especially in rural areas. The information contained in this study 
contributes to social change by identifying the need to develop breastfeeding 
interventions that will address breastfeeding perceptions, community resources, and 
breastfeeding self-efficacy in urban and rural areas. Understanding how societal norms 
about breastfeeding and understanding the determinates of breastfeeding outcomes can 
possibly result in more infants benefitting from the values of breast milk. 
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Recommendation for Action 
Studies such as this are pivotal in understanding the dynamics of breastfeeding. 
As public health professional continues to address the Healthy People 2020 objective for 
breastfeeding, so much more needs to be done for the state of Georgia. Georgia ranks 48th 
in the United States for exclusive-breastfeeding rates through 3 months (27.2%) 
(Dumphy et al., 2016). In a pediatric office in north Georgia in a rural medically 
underserved community breastfeeding rates as of June 2014 were exceptionally lower 
than the state’s averages, with only 23.7% exclusively breastfeeding at 2 months of age 
and only 14.3% at 4 months of age (Dumphy et al., 2016). Lower breastfeeding rates 
exist among rural, low-income families, and further research and interventions are 
necessary to increase breastfeeding duration within this population (Dumphy et al., 
2016). According to Chopak-Foss, J & Yeboah, F (2017), factors associated with low 
breastfeeding rates in rural areas are: maternal-infant couplets, Special Supplemental 
Nutrition Program for Women, Infants, and Children (WIC) participation, Medicaid 
participation, fewer maternal years of formal education, lack of breastfeeding support, 
being single, younger maternal age, employment at 2 months postpartum, low income, no 
breastfeeding education, or no previous breastfeeding experience. 
Recommendations for action include enhancing prenatal education for mothers in 
urban and rural Georgia regarding breastfeeding. Two main goals for improvement in 
Georgia are to decrease infant mortality and optimum infant health (Chopak-Foss, J & 
Yeboah, F, 2017). Attaining these goals will increase the number of women who choose 
to breastfeed and can contribute to achieving these goals (Chopak-Foss, J & Yeboah, F, 
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2017). It is important to continue focusing on rural populations because they report the 
lowest rates of breastfeeding (Chopak-Foss, J & Yeboah, F, 2017). Professional and 
governmental sponsored breastfeeding resources should be allocated to address rural 
communities. Also, including measures of self-efficacy with regards to breastfeeding 
exclusivity and duration should be included to identify barriers to continuing to 
breastfeed (Chopak-Foss, J & Yeboah, F, 2017). Furthermore, continuing to address the 
needed areas for breastfeeding whether in urban or rural communities will help to 
establish the choice to breastfeed as the norm, rather than the exception.  
In addition, I recommend that public health professionals (e.g. doctors, nurses, 
health educators, etc.) continue to educate themselves about the benefits of breastfeeding 
and continue to provide guidance and encouragement to mothers who decide to 
breastfeed. It is also the responsibility of health care professional to make women aware 
of the benefits of breastfeeding before and after birth. Information regarding the benefits 
of breastfeeding are being distributed but some women may feel that they are not learning 
breastfeeding skills, before birth and then are unable to take in the information with them 
after-birth. Moreover, reducing the barriers to breastfeed may be contingent upon policy 
makers and public health entities developing programs for low breastfeeding populations 
that would be in line with recommendations for infant feeding practices targeted by 
Healthy People 2020 (Chopak-Foss, J & Yeboah, F, 2017).  
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Recommendations for Further Study 
There is a need for more studies that examine what factors that influence 
breastfeeding initiation and duration in urban and rural communities more in-depth by (a) 
perceptions, (b) self-efficacy, (c) informed education on breastfeeding, (d) work-place 
accommodations, (e) social support, and (f) community resources. Areas beyond the 
scope of this study that need evaluation include breastfeeding initiation pre- and post-
partum. In this study, I was unable to get a true comparison of the findings for self-
efficacy between the two locations. In the future, further studies should explore how 
breastfeeding self-efficacy impacts breastfeeding initiation and duration in urban and 
rural communities. In this way, a researcher would be able to capture and compare self-
efficacy scores by residential location and see if self-efficacy plays a vital or minimal role 
in the decision to breastfeed. 
Recruitment for this study was difficult at times. I was unable to provide gift 
cards, so I relied solely on participants wanting to contribute to this body of research. For 
future studies a partnership should be formed with breastfeeding entities in rural parts of 
Georgia. Also, it will be helpful to expand this study to more non-breastfeeding mothers 
and to calculate the rate of breastfeeding in urban and rural areas to determine factors that 
encourage breastfeeding practice. In addition, an increased focus on lactation support and 
breastfeeding initiation in urban and rural areas can increase both a woman’s 
commitment to and the mother’s success with breastfeeding (Bonuck et al. 2005; Olson 
et al. 2010; Haider et al. 2014). Studies have shown that lactation support, lactation 
consultants and peer or role models for counseling increased breastfeeding duration and 
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intensity (Kapinos, Bullinger, Gurley-Calvez, 2016). Understanding the complexities of 
rural communities will help public health professionals advocate for better breastfeeding 
practices in communities that need it the most. 
Conclusion 
In this study findings were presented from a cross-sectional quantitative method. 
This study examined associations between perceptions, breastfeeding resources, and 
breastfeeding initiation and duration among women in urban and rural locations in 
Georgia. Breast milk is uniquely suited for the optimal nutritional needs and is a live 
substance with unparalleled immunological and anti-inflammatory properties that protect 
against a host of illnesses and disease for mother and baby (Surgeon General Call to 
Action, 2011). Barriers regarding breastfeeding can affect mothers differently and these 
barriers can add to the complexity of breastfeeding. Understanding the barriers that 
women face when making an infant feeding decision can be a starting block in increasing 
breastfeeding initiation and duration.  
Several studies have contributed to the literature regarding the benefits of 
breastfeeding and as a result have helped to address mother’s potential concerns 
surrounding breastfeeding, but much more still needs to be done. My research showed 
that in this study, rural women do have the same odds of initiating and sustaining 
breastfeeding as their urban counterparts, which is different from what other studies have 
shown. Similarly, there were no differences in breastfeeding perceptions among women 
in urban and rural areas. Efforts to reach the rural communities have been successful for 
breastfeeding initiation and duration. The results of this research indicated no differences 
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in perceptions, initiation, and duration. This lack of findings is great for public health and 
that the significant efforts toward breastfeeding is working in the state of Georgia to help 
women reach the Healthy People 2020 goals.  
This research should be encouraging to public health to continue the ongoing 
efforts to continue focusing on community breastfeeding networks, health professionals, 
and breastfeeding resources that are greatly important in empowering breastfeeding 
initiation and duration in urban and rural woman. Empowering mothers to breastfeed will 
increase self-efficacy and establish the concept of breastfeeding especially with mothers 
who have the highest risk of not breastfeeding; encouraging them that breastfeeding is the 
best feeding method. With this notion we are taking a positive step in promoting the 
health of children and mothers for generations to come.  
 
 
  
 
 
 
 
 
 
 
 
139 
 
References 
 Acker, M. (2009). Breast is Best…but not Everywhere: Ambivalent Sexism and 
Attitudes Toward Private and Public Breastfeeding. Sex Roles, 61(7-8), 476-90. 
DOI: 10.1007/s11199-009-9655-z 
Afrose, L., Banu, B., Ahmed, K., & Khanom, K. (2012). Factors Associated with 
Knowledge About Breastfeeding Among Female Garment Workers in Dhaka 
City. WHO South-East Asia Journal of Public Health, 1(3), 249-255. 
Ahluwalia, I. B., Tessaro, I., Grummer-Strawn, L. M., MacGowan, C., Benton-Davis, S. 
(2000). Georgia’s Breastfeeding Promotion Program for low-Income Women. 
Pediatrics, 105, e85. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/10835098 
Ajetumobi, O. M., Whyte, B., Chalmer, J., Tappan, D. M., Wolfson, L., Fleming, 
M.,…Stockton, D. L. (2015). Breastfeeding is associated with reduced childhood 
hospitalization: evidence from a Scottish Birth Cohort. Journal of Pediatrics, 
166(3), 620-5. DOI: 10.1016/j.jpeds.2014.11.013 
Alina, T., Ismail, T., & Sulaiman, Z. (2010). Reliability and Validity of a Malay-version 
Questionnaire Assessing Knowledge of Breastfeeding. Malays J Med Sci, 17(3), 
32–39. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3216168/  
American Academy of Pediatrics (AAP). (2012). Policy Statement: Breastfeeding and the  
use of Human Milk. Pediatrics.129, e827–e841 DOI: https://DOI.org/10.1542/peds.2011-
3552 
American Academy of Pediatrics Section on Breastfeeding. (2012). Breastfeeding and the 
140 
 
use of Human Milk. Pediatrics, 129, e827-41. Retrieved from 
http://pediatrics.aappublications.org/content/early/2012/02/22/peds.2011-3552 
American Academy of Pediatrics. (2005). Section on breastfeeding, “Breastfeeding and 
the use of Human Milk. Pediatric; 115(2).  Retrieved from 
http://pediatrics.aappublications.org/content/129/3/e827 
American Academy of Pediatrics. (2007). Work Group on Breastfeeding, “Breastfeeding 
and the use of Human Milk. Pediatrics, 100, 1035-1039. Retrieved from 
http://pediatrics.aappublications.org/content/100/6/1035   
Apostolakis-Kyrus, K., Valentine, C., & DeFranco, E. (2013). Factors Associated with 
Breastfeeding Initiation in Adolescent Mothers. The Journal of Pediatrics, 163, 
1489-1494. 
Ashwini, S., Katti, S. M., & Mallapur, M. D. (2014). Comparison of Breastfeeding 
Practices Among Urban and Rural Mothers: A Cross-Sectional Study. 
International Breastfeeding Journal, 4(1), 120-124. DOI: 10.4103/2230-
8598.127172 
Avery, A. B., & Magnus, J. H. (2011). Expectant fathers' and mothers' perceptions of 
breastfeeding and formula feeding: A focus group study in three US cities. 
Journal of Human Lactation, 27, 147-154. DOI: 10.1177/0890334410395753 
Avery, A., Zimmermann, K., Underwood, P., & Magnus, J. (2009). Confident 
commitment is a key factor for sustained breastfeeding. Birth, 36(2), 141-148. 
DOI:10.1111/j.1523-536X.2009.00312 
Balkham, J. J., Cadwell, K., & Fein, S. (2010). Effects of components of a workplace 
141 
 
lactation program on breastfeeding duration among employees of a public-sector 
employer. Maternal Child Health Journal, 15, 677-683. DOI:10.1007/s10995-
010-0620-9 
Ball, T. M., & Bennett, D. M. (2001). The economic impact of breastfeeding. Pediatric 
Clinics of North America, 48, 253-262. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/11236730 
Bandura, A. (1977). Social Learning Theory. Englewood Cliffs, NJ: Prentice Hall. 
Bandura, A. (1997). Self-efficacy: The Exercise of Control. New York, NY: Freeman. 
Bandura, A. (2001). Social cognitive theory: An agentive perspective. Annual Review of 
Psychology, 52, 1-26. DOI: 10.1146/annurev.psych.52.1.1 
Bandura, A. (1995). Self-efficacy in Changing Societies. New York, NY: Cambridge 
University Press.  
Bar-Yam, N.B (2008). Nursing mothers at work: Corporate and maternal strategies to 
support lactation in the workplace. Journal of the Association for Research on 
Mothering, 6(2), 127-138. Retrieved from 
https://jarm.journals.yorku.ca/index.php/jarm/article/view/4928/4122 
Bar-Yam, N.B. (1998). Workplace lactation support part II: Working with the workplace. 
Journal of Human Lactation, 14(4), 321-325. DOI: 
10.1177/089033449801400424 
Beanland C., Schneider Z., LoBiondo-Wood G., and Haber, J. (1999). Nursing Research: 
methods, critical appraisal, and utilization. Sydney: Mosby. 
Belanoff, C., McManus, B., Carle, A., & McCormick, M. (2012). Racial/Ethnic Variation 
142 
 
in Breastfeeding across the US: A Multilevel Analysis from the National Survey 
of Children’s Health, 2007. Maternal Child Health Journal, 16, S14-S26. DOI: 
10.1007/s10995-012-0991-1. 
Belfort, M. B., Rifas-Shiman, S. L., Kleimman, K. P., Bellinger, D. C., Harris, M. H. 
Taveras, E. M.,…Oken, E. (2016) Infant Breastfeeding Duration and Mid-
Childhood Executive Function, Behavior, and Social- Emotional Development. J 
Deve Behav Pediatr, 37(1), 43-52. DOI: 10.1097/DBP.000000000000023 
Benoit B, Goldberg L, Campbell-Yeo M. (2016). Infant feeding and maternal guilt: the 
application of a feminist phenomenological framework to guide clinician 
practices in breast feeding promotion. Midwifery, 34,58-65. DOI: 
10.1016/j.midw.2015.10.011 
Bently M., Dee, D., & Jensen, J. (2003). Breastfeeding among Low Income, African-
American Women: powers, beliefs, and decision-making. Journal of Nutrition, 
133(1), 305S-309S. DOI: 10.1093/jn/133.1.305S 
Berger, L.M. Hill, J., & Waldfogel, J. (2005). Maternity leave, early maternal 
employment and child health development in the US. The Economic Journal, 
115(501), F29-47. Retrieved from https://doi.org/10.1111/j.0013-
0133.2005.00971.x 
Biro, MA, Yelland, J.S, and Brown S.J. (2014). Why are young women less likely to  
breastfeed? Evidence from and Australian population-based survey. Birth. 41(3), 245-53. 
DOI: 10.1111/birt.12112. 
Bland, R., Rollins, N., Solarsh, Broeck, J., & Coovadia,H. (2003). Maternal recall of 
143 
 
exclusive breastfeeding duration. Arch Dis Child, 88(9), 778-783. DOI: 
10.1136/adc.88.9.778 
Blyth, R., Creedy, D. K., Dennis, C., Moyle, W., Pratt, J., & De Vries, S. M. (2002). 
Effect of maternal confidence on breastfeeding duration: An application of 
breastfeeding self-efficacy theory. Birth: Issues in Perinatal Care, 29(4), 278-
274. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/12484390 
Blyth, R.J et al., (2004). "Breastfeeding Duration in an Australian Population: The 
Influence of Modifiable Antenatal Factors," Journal of Human Lactation 20, no. 
1: 30-38. Retrieved from 
http://journals.sagepub.com/doi/abs/10.1177/0890334403261109?journalCode=jh
la 
Bonuck, K. (2007) Paucity of evidenced-based research on How to Achieve the Healthy 
People 2010 Goal of Exclusive Breastfeeding. Pediatrics, 120 (1). DOI: 
10.1542/peds.2007-1210 
Borra, C., Lacovuum, M., & Sevilla, A. (2015). New Evidence on Breastfeeding and 
Postpartum Depression: The Importance of Understanding Women’s 
Intentions. Maternal and Child Health Journal, 19(4), 897–907. Retrieved from 
http://DOI.org/10.1007/s10995-014-1591-z 
Boyer, K. (2012). Affect, corporeality and the limits of belonging: Breastfeeding in 
public in the contemporary UK. Health & Place, 18(3), 552-560. Retrieved from 
https://doi.org/10.1016/j.healthplace.2012.01.010  
Brand, E., Kothari, C., & Stark, M. (2011). Factors Related to Breastfeeding 
144 
 
Discontinuation between Hospital Discharge and 2 weeks Postpartum. J Perinat 
Educ, 20(1), 36-44. DOI: 10.1891/1058-1243.20.36 
Breastfeeding Data: Report Card (2013). Results from National Immunization Survey, 
2010 births. Retrieved from 
http://www.cdc.gov/breastfeeding/data/reportcard.htm 
Breastfeeding: Data: Report Card (2014). Results from National Immunization Survey, 
2011 births. Retrieved from 
http://www.cdc.gov/breastfeeding/data/reportcard.htm 
Breastfeeding Rates – Ever Breastfed, breastfeeding at 6 months, Breastfeeding at 12 
months, Exclusive breastfeeding at 3 months, Exclusive breastfeeding at 6 months 
a. CDC National Immunization Surveys 2012 and 2013, Data, 2011 births. 
(2013). Retrieved from http://www.cdc.gov/ 
breastfeeding/data/NIS_data/index.htm 
Brown, A., Raynor, P., & Lee, M. (2009). Young Mothers who chose to breastfeed: The 
importance of being part of a supportive breastfeeding community. Midwifery, 
27(1), 53-59. DOI: https://doi.org/10.1016/j.midw.2009.09.004 
Burks, K. (2014). Mothers’ Perceptions of Workplace Breastfeeding Support. Graduate 
College Dissertation and Theses. Paper 371. [PDF file]. Retrieved from 
https://scholarworks.uvm.edu/cgi/viewcontent.cgi?article=1370&context=graddis 
Burns, N. & Grove, S.K. (2003). Understanding Nursing Research. Philadelphia: W.B. 
Saunders Co. 
Bussey, K., & Bandura, A. (1999). Social cognitive theory of gender development and 
145 
 
differentiation. Psychology Review, 106, 676-713. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/10560326 
Centers for Disease Control and Prevention (CDC). (2012). CDC National Immunization 
Surveys 2011 and 2012, Provisional Data, 2010. Retrieved from 
http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm  
Centers for Disease Control and Prevention (CDC). (2011). Breastfeeding Report Card – 
United States of America. Retrieved from 
http://www.cdc.gov/breastfeeding/data/NIS_data/index.htm 
Centers for Disease Control and Prevention (CDC). (2011). CDC health disparities and 
inequalities report: United States, MMWR. 60 (suppl). Retrieved from 
https://www.cdc.gov/minorityhealth/chdireport.html 
Centers for Disease Control and Prevention (CDC). (2013) Progress in Increasing 
Breastfeeding and Reducing Racial/Ethnic Differences-United States, 2000-2008 
Births. Retrieved from 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6205al.htm 
Centers for Disease Control and Prevention National Immunization Survey. (2010). 
Breastfeeding Report Card-United States. Retrieved from 
http://www.cdc.gov/breastfeeding/data/reportcard2010.htm 
Centers for Disease Control and Prevention, Department of Health and Human Services. 
(2008). Breastfeeding report card-United States. Retrieved on 08/09/2014 from 
the website: 
http://www.cdc.gov/breastfeeding/pdf/2008%20breastfeeding%20Report%Card.p
146 
 
df 
Centers for Disease Control and Prevention. (2012). Breastfeeding Report Card-United 
States. Retrieved from http://www.cdc.gov/breastfeeding/data/reportcard2012.htm 
Centers for Disease Control and Prevention. Breastfeeding report card––United States, 
2012. Retrieved from 
http://www.cdc.gov/breastfeeding/pdf/2012BreastfeedingReportCard.pdf. 
Centers for Disease Control and Prevention. (2014). Breastfeeding report card––United 
States, 2014. Retrieved from 
https://www.cdc.gov/breastfeeding/pdf/2014breastfeedingreportcard.pdf. 
Centers for Disease Control and Prevention. (2010). Breastfeeding report card – United 
States, 2010. Retrieved from 
http://www.cdc.gov/breastfeeding/pdf/BreastfeedingReportCard2010.pdf. 
Centers for Disease Control and Prevention. (2011). MMWR weekly: Vital signs: 
Hospital practices to support breastfeeding – United States, 2007 and 2009. 
Retrieved from 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6030a4.htm?s_cid=mm6030a
4_w 
Centers for Disease Control and Prevention. (2013a). Breastfeeding report card: United  
States/2013. Retrieved from http://www.cdc.gov/breastfeeding/ 
pdf/2013breastfeedmgreportcard.pd 
Chapman, D.J., & Perez-Escamilla, R. (2012). Breastfeeding among Minority Women: 
Moving from Risk Factors to Interventions. American Society of Nutrition. Adv 
147 
 
Nutr. 3, 95-104. DOI: 10.3945/an.111.001016. 
Chapman, D.J., Perez-Escamilla, R. (2009). US national breastfeeding monitoring and 
surveillance: current status and recommendations. J Hum Lact. 25, 139-50. 
Chatterji P, Brooks-Gunn J. (2004). WIC participation, breastfeeding practices, and well-
child care among unmarried, low-income mothers. American Journal of Public 
Health, 94, 1324–1327. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448447/ 
Chatterji, P. & Frick, K.D. (2005). Does returning to work after childbirth affect 
breastfeeding practices?  Rev Econ Household 3, 315. 
https://DOI.org/10.1007/s11150-005-3460-4 
Chein, L.Y., Chu, K.H., Tai, C.J., & Lin, C.Y. (2005). National prevalence of 
breastfeeding in Taiwan. J Hum Lact., 21:338-334. DOI: 
10.1177/0890334405277498 
Chen-Chun, Y., Wu, Y., & Chue, W.C. (2006). Effects of work-related factors on the 
breastfeeding behavior of working mothers in a Taiwanese semiconductor 
manufacturer: a cross-sectional survey. BMC Public Health, 6, 160-169. DOI: 
10.1186/1471-2458-6-160 
Chezem J, Friesen C, & Boettcher, J. (2003). Breastfeeding knowledge, breastfeeding 
confidence, and infant feeding plans: effects on actual feeding practices. J Obstet 
Gynecol Neonatal Nurs. 32, 40–7. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/12570180 
Child Trends Databank. (2014). Breastfeeding. Available at: 
148 
 
http://www.childtrends.org/?indicators=breastfeeding - See more at: 
http://www.childtrends.org/?indicators=breastfeeding#sthash.usRNCdAl.dpuf 
Christopher, K. (2012). Breastfeeding Perceptions and Attitudes: The Effect of 
Race/Ethnicity and Cultural Background. Sociation Today, 10(2): 1-16. Retrieved 
from  http://www.ncsociology.org/sociationtoday/v102/feed/htm 
Chuang, C. H., Pe-Jen, C., Wu-Shion, H., Leon- Guo, Y., Lin, S., Hin, S., Chen, P. 
(2007). The combined effect of employment status and transcultural marriage o 
breastfeeding: a population-based survey in Taiwan. Pediative and Perinatal 
Epidemiology, 21(4). Retrieved from https://doi.org/10.1111/j-1365-
3016.2007.00828x 
Clark, S.J., Savitz, L. A., Randolph, R. K. (2001). Rural children’s health. Western 
Journal of Medicine, 178, 142–147. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1071283/ 
Cleveland-Pollard, A., McCrone, S. (2005). Development of the Breastfeeding Personal 
Efficacy Beliefs Inventory: A Measure of Women’s Confidence about 
Breastfeeding. Journal of Nursing Measurement, 2, 115-127. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/16401042 
Cohen, R., Mrtek, M., & Mrtek, R.G. (1995). Comparison of maternal absenteeism and 
infant illness rates among breastfeeding and formula-feeding women in tow 
corporations. American Journal of Health Promotion, 10, 148-153. Retrieved 
from 
https://www.researchgate.net/publication/233794304_Is_Breastfeeding_Truly_Co
149 
 
st_Free_Income_Consequences_of_Breastfeeding_for_Women 
Colledge, M. (2011). Predictors of Women’s Choices in Breastfeeding Initiation and 
Exclusivity at Six Months. Electronic Theses and Dissertations. University of 
Windsor. Retrieved from 
https://scholar.uwindsor.ca/cgi/viewcontent.cgi?article=1218&context=etd 
Creswell, J. (2003). Research design: qualitative inquiry and research design: Choosing 
among the five traditions. Thousand Oaks, CA: Sage.  
Creswell, J. W. (2009). Research design: Qualitative, quantitative, and mixed methods 
approaches (3rded.). Thousand Oaks, CA: Sage Publications. 
Crothers, L. M., Hughes, T. L., & Morine, K. A. (2008). Theory and cases in school-
based consultation: A resource for school psychologists, school counselors, 
special educators, and other mental health professionals. New York: Routledge 
Taylor & Francis Group. 
Dai, X., & Dennis, C. (2003). Translation and validation of the Breastfeeding Self-
Efficacy Scale into Chinese. J Midwifery Women’s Health, 48(5), 350-6. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/14526349 
De La A., Russell, D.w., Dungy, C.I., Losch, M., & Dusdieker, L. (1999). The Iowa 
Infant Feeding Attitude Scale: Analysis of reliability and validity. Journal of 
Applied Social Psychology, 29(11), 2362-2380. Retrieved from 
https://doi.org/10.1111/j.1559-1816.1999.tb00115.x 
Demirtas, B. (2012). Strategies to support breastfeeding: a review. International Nursing 
Review, 59, 474-481. DOI: 10.1111/j.1466-7657.2012.01017.x 
150 
 
Dennis, C.L. (1999). Theoretical underpinnings of breastfeeding confidence: a self-
efficacy framework. Journal of Human Lactation, 15, 195-201. DOI: 
10.1177/089033449901500303 
Dennis, C-L. & Faux S. (1999). Development and Psychometric Testing of the 
Breastfeeding Self-Efficacy Scale. Research in Nursing and Health, 22(5), 399-
409. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/10520192. 
Dennis, CL. (2003). The breastfeeding self-efficacy scale: psychometric assessment of 
the short form. J Obstet Gynecol Neonatal Nurs. 32(6), 734-744. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/14649593 
Dennis, C-L, Heaman, M., & Vigod, S. (2012). Epidemiology 
Department of Labor. (2010). Women in the Labor Force in 2010. Retrieved from 
http://www.dol.gov/wb/factsheets/Qf-laborforce-10.htm. 
Dodgson, J.E. Chee, Y., & Yap, T.S. (2004). Workplace breastfeeding support for 
hospital employees. Journal of Advanced Nursing, 1(47), 91-100. DOI: 
10.1111/j.1365-2648.2004.03070.x 
Doshier, M. (2014).  The effects of Breastfeeding and Breastfeeding in Public: Looking 
at Nursing Nooks. Retrieves from 
http://digitalcommons.calpoly.edu/cgi/viewcontent.cgi?article=1057&context=ps
ycdsp 
Doung, D.V., Binns, C.W. & Lee, A.H. (2004). Breast-feeding initiation and exclusive 
breast-feeding in rural Vietnam. Public Health Nutrition, 7(6), 795-799. Retrieved 
from https://www.ncbi.nlm.nih.gov/pubmed/15369619. 
151 
 
Doyle, T. (1999). Factors Influencing Breastfeeding Duration in a Military Environment. 
A Thesis submitted in partial fulfillment. [PDF file]. Retrieved from 
http://www.dtic.mil/dtic/tr/fulltext/u2/a366523.pdf 
Drago, R., Hayes J., & Yi, Y. (2010). Better Health for Mothers and Children: 
Breastfeeding Accommodations under the Affordable Care Act. Washington, DC: 
Institute for Women’s Policy Research. [PDF file]. Retrieved from 
https://www.in.gov/icw/files/breastfeeding_fedHC.pdf 
Dunn, B.F., Zavela, K.J., Cline, A.D., & Cost, P.A. (2004). Breastfeeding practices in 
Colorado Business. Journal of Human Lactation, 20(2): 170-177. Retrieved from 
http://journals.sagepub.com/doi/abs/10.1177/0890334404263739?journalCode=jh
la 
Egata, G., Berhane, Y., & Worku, A. (2013). Predictors of non-exclusive breastfeeding at 
6 months among rural mothers in east Ethiopia: a community-based analytical 
cross-sectional study. Int Breastfeed Journal, 8(1): 7-8. DOI: 10.1186/1746-4358-
8-8. 
Eidman, Cherste K. (2011). Enhancing Breastfeeding Self-Efficacy through Prenatal 
Education. Master of Arts/Science in Nursing Scholarly Projects. Retrieved from  
https://sophia.stkate.edu/ma_nursing/31 
Evans K, Labbok M, Abrahams SW (2011). WIC and breastfeeding support services: 
does the mix of services offered vary with race and ethnicity? Breastfeed Med. 
Every Mother, Inc. (2007). Using Loving Support to grow and glow in WIC: 
breastfeeding training for local WIC staff. Retrieved from 
152 
 
http://everymother.org/training_ programs.php.  
Farnsworth, L. (2014). Factors in Breastfeeding Initiation among Central Kentucky WIC 
and Non-WIC Participants. Theses and Dissertations--Dietetics and Human 
Nutrition. Nutrition Dietetics and Human Nutrition. Retrieved from 
http://uknowledge.uky.edu/cgi/viewcontent.cgi?article=1017&context=foodsci_et
ds 
Fein, S., Mandal, B., & Roe, B. (2008). Success of Strategies for Combining 
Employment and Breastfeeding. Pediatrics, 122, S56-S62. DOI: 
10.1542/peds.2008-1315g. 
Flowers, K., Willougby, M, Cadigan, R, & Perrin, E. (2008). Understanding 
Breastfeeding Initiation and Continuation in Rural Communities: A Combined 
Qualitative/Quantitative Approach. Maternal & Child Health Journal, 12(3), 402-
404. DOI:  10.1007/s10995-007-0248-6 
Froh, E.B., & Spatz, D. (2013). A Call to Action: Ensuring reasonable break time for 
nursing mothers. American Academy of Nursing on Policy, 61, 117-119. 
DOI: https://doi.org/10.1016/j.outlook.2013.01.003 
Galtry, J. (2003). The impact on breastfeeding of labour market policy and practice in 
Ireland, Sweden, and the USA. Soc Sci Med, 57, 167-177. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/12753825 
Gartner, L. M., Morton, J. Lawrence, R., A., et al. (2005). Breastfeeding and the use of 
human milk. Pediatrics, 115(2), 496-506. DOI: 10.1542/peds.2004-2491 
Gatti, L. (2008). Maternal perceptions of insufficient milk supply in breastfeeding. 
153 
 
Journal of Nursing Scholarship, 40, 355-363. DOI: 10.1111/j.1547-
5069.2008.00234.x. 
Georgia Breastfeeding Coalition. (2014). Breastfeeding Updates. Retrieved from 
http://www.gaepic.org/breastfeeding_Program.html 
Georgia Department of Community Health. (2012). State office of Rural Health. 
Retrieved from http://dch.georgia.gov/state-office-rural-health 
Georgia Department of Public Health. (2014). Breastfeeding in Georgia. Retrieved from 
http://dph.georgia.gov/breastfeeding-support 
Georgia Department of Public Health. (2016). Maternal and Infant Health. Retrieved 
from https://dph.georgia.gov/MCH 
Georgia State Office of Rural Health, a Division of the Department of Community 
Health. (2007). State of Georgia Rural Health Plan. [PDF file]. Retrieved from 
http://dch.georgia.gov/sites/dch.georgia.gov/files/imported/vgn/images/portal/cit_
1210/21/19/970432432007_Rural_Health_Plan.pdf 
Gibson ME. (2005). Getting back to basics: the curious history of breastfeeding in the 
United States. Am J Nursing. 105:72c–73c. 
Glanz, K., Rimer, B.K. & Lewis, F.M. (2002). Health Behavior and Health Education. 
Theory, Research and Practice. San Francisco: Wiley & Sons. p169. 
Glasgow, R.E., McCaul, K.D., Fisher, K.J. (1993). Participation in worksite health 
promotion: a critique of the literature and recommendations for future practice. 
Health Education Quarterly, 20, 391-408. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/8307762 
154 
 
Graham, S., & Weiner, B. (1996). Theories and Principles of Motivation. In D.C. Beliner 
& R. C. Calfee (Eds). Handbook of educational psychology (pp. 63-84). New 
York: Simon & Schuster Macmillan. 
Grassley, J., Spencer, B., & Law, B. (2012). A Grandmothers’ Tea: Evaluation of a 
Breastfeeding Support Intervention. J Perinat Educ. 21(2), 80–89. 
DOI:  10.1891/1058-1243.21.2.80 
Greene, S., Wolfe, E., & Olson, B. (2008). Assessing the Validity of Measures of an 
Instrument Designed to Measure Employees’ Perceptions of Workplace 
Breastfeeding Support. Breastfeeding Medicine, 3(3), 159-163. DOI: 
10.1089/bfm.2007.0029 
Grummer-Strawn, L. (2006). Racial and socioeconomic disparities in Breastfeeding-
United States. MMWR. Morbidity and Mortality Weekly Report, 55, 335-339. 
Retrieved from https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5512a3.htm 
Guttman, N., & Zimmerman, D.R. (2000). Low-income mothers’ views on breastfeeding. 
Social Science & Medicine, 50, 1457-1473. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/10741581 
Haladyna, T. (1999). Developing and Validating Multiple-Choice Test Items. New Jersey: 
Lawrence Erlbaum. 
Hamade, H., Chaaya, M., Saliba, M., Chaaban, R., & Osman, H. (2013). Determinants of 
exclusive breastfeeding in an urban population of primiparas in Lebanon: a cross-
sectional study. BMC Public Health, 13, 702. DOI: 10.1186/1471-2458-13-702. 
Handayani, L., Kosin, A., & Jiar, Y. (2010). Social Support, Knowledge Attitude, and 
155 
 
Self-Efficacy as Predictors on Breastfeeding Practice. The International Journal 
of Research and Review, 1(4), 19-22. [PDF file]. Retrieved from 
https://pdfs.semanticscholar.org/e4de/fc3b1f9bc7fa1fb71a32d4be917b276826c3.p
df 
Hawthorne, K. (1994). Intention and reality in infant feeding. Modern Midwife, 4, 25-32. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/7788359 
Heck, K. E., Braveman, P., Cubbin, C., Chávez, G. F., & Kiely, J. L. (2006). 
Socioeconomic Status and Breastfeeding Initiation Among California Mothers. 
Public Health Reports, 121(1), 51–59. DOI: 10.1177/003335490612100111 
Hennekens CH, Buring JE. (1987). Epidemiology in Medicine. Lippincott Williams & 
Wilkins. 
Hills-Bonczyk, Avery, M.D., Savik, K., Potter, S., & Duckett, D.J. (1993). Women’s 
experiences of combining breastfeeding with employment. Journal of Nurse 
Midwifery, 38(2), 257-266. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/8246081 
Holmes, A. V., Chin, N. P., Kaczorowski, J., & Howard, C. R. (2009). A barrier to 
exclusive breastfeeding for WIC enrollees: Limited use of exclusive breastfeeding 
food package for mothers. Breastfeeding Medicine, 4(1), 25-30. DOI: 
10.1089/bfm.2008.0110 
Hurley KM, Black MM, Papas MA, Quigg AM. (2008). Variation in breastfeeding 
behaviours, perceptions, and experiences by race/ethnicity among a low-income 
statewide sample of Special Supplemental Nutrition Program for Women, Infants, 
156 
 
and Children (WIC) participants in the United States. Maternal Child Nutrition, 
Apr 4(2), 95-105. DOI: 10.1111/j.1740-8709.2007.00105.x 
Ip, S., Chung, M., Raman, G., et al. (2007). Breastfeeding and Maternal and Infant Health 
Outcomes in Developed Countries. Evidenced Report/Technology Assessment 
(Full Report), 153, 1-186. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/17764214 
Ip, W., Yeung, L., Chow, C, Chair, S., & Dennis, C-L. (2012). Translation and validation 
of the Hong Kong Chinese version of the Breastfeeding Self- Efficacy Scale- 
Short Form. Research in Nursing & Health, 35, 450-459. DOI: 10.1002/nur.21493 
Jacknowitz, A. (2007). Increasing Breastfeeding Rates: Do Changing Demographics 
Explain Them? Women’s Health Issues, 17, 84-92. Retrieved from 
https://doi.org/10.1016/j.whi.2007.02.010 
Jones, J., Kogan, M., Singh, G., Dee, D., & Grummer-Strawn, L. (2011). Factors 
Associated with Exclusive Breastfeeding in the United States. Pediatrics, 128, 
1117-1125. DOI: 10.1542/peds.2011-0841 
Knaak SJ. (2010). Contextualising risk, constructing choice: breastfeeding and good 
mothering in risk society. Health Risk Soc, 12(4), 345-355. Retrieved from 
https://doi.org/10.1080/13698571003789666 
Keller, C., Fluery, J., Gregor-Holt, N., & Thompson, T. (1999). Predictive Ability of 
Social Cognitive Theory in Exercise Research: An Integrated Literature Review. 
The Online Journal of Knowledge Synthesis of Nursing, Vol 6. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/12870090 
157 
 
Kaufman L, Deenadayalan S, Karpati A. (2010). Breastfeeding ambivalence among low-
income African American and Puerto Rican women in north and central 
Brooklyn. Maternal Child Health Journal, 14, 696–704. DOI: 10.1007/s10995-
009-0499-5 
Khoury, A., Moazzem-Wakerul, S., Jarjoura, C., Carothers, C., & Hinton, A. (2005). 
Breast-Feeding Initiation in Low-Income Women: Role of Attitudes, Support, and 
Perceived Control. Women’s Health Issues, 15, 64-72. DOI: 
10.1016/j.whi.2004.09.003. 
Kloeblen-Tarver AS, Thompson NJ, Miner KR. (2002). Intent to breast-feed: the impact 
of attitudes, norms, parity, and experience. Am J Health Behavior, 26(3),182-7. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/12018754 
Kristin, N., Benton, D., Rao, S. & Sullivan, M. (1990). Breastfeeding Rates among Black 
Urban Low-Income Women: Effect of Prenatal Education. Pediatrics 86(5), 741-
6. Retrieved from https://www.researchgate.net/publication/20921301_Breast-
feeding_rates_among_black_urban_low-
income_women_Effect_of_prenatal_education 
Lakshman R, Ogilvie D, Ong KK (2009). Mothers' experiences of bottle-feeding: a 
systematic review of qualitative and quantitative studies. Arch Dis Child, 94(8), 
596-601. 
Langellier, B., Chaparro, P.M., & Whaley, S. (2012). Social and Institutional Factors that 
Affect Breastfeeding Duration among WIC Participants in Los Angeles County, 
California. Maternal Child Health Journal, 16, 1887-1895. DOI: 10.007/s10995-
158 
 
011-0937-z. 
Lee, C. (2008). “Race” and “ethnicity” in biomedical research: How do scientists 
construct and explain differences in health? Social Science & Medicine, 68, 1183-
1190. DOI: 10.1016/j.socsimed.2008.12.036 
Lee, H., Elo, I., McCollum, K., & Culhane, J. (2010). Racial/Ethnic Differences in 
Breastfeeding Initiation and Duration among Low-income, Inner-city Mothers. 
Social Science, 90(5), 1251-1271. DOI: 10.1111/j.1540-6237.2009.00656.x. 
Lester, A. (2014). Paternal Support for Breastfeeding: A Mixed Methods Study to 
Identify Positive and Negative Forms of Paternal Social Support for Breastfeeding 
as Perceived by First-time Parent Couples. Maternal Health Journal, 8, 157-168. 
Retrieved from http://scholarcommons.usf.edu/etd/5059/ 
Lewandowski, A. J., Pablo, L., Francis, J. M., Piechnick, S. K., Ferreria, V., Boardman, 
S. N.,…Lucas, A. (2016) Breast Milk Consumption in Preterm Neonates and 
Cardiac Shape in Adulthood. Pediatrics, 138(1), 1-6. Retrieved from 
http://pediatrics.aappublications.org/content/early/2016/06/12/peds.2016-0050 
Lewallen-Porter, L., & Street, D. (2010). Initiating and Sustaining Breastfeeding in 
African American Women. The Association of Women’s Health, Obstetric and 
Neonatal Nurses, 39, 667-674. DOI: 10.1111/j.1552-6909.2010.01196.x 
Li, R., Hsia, J., Fridinger, F., Hussain, A., Benton-Davis, S., & Grummer-Strawn, L. 
(2004). Public Beliefts about Breastfeeding Policies in Various Settings. Journal 
of the American Dietetic Association, 104, 1162-1168. DOI: 
10.1016/j.jada.2004.04.028 
159 
 
Li R, Rock VJ, Grummer-Strawn L. (2007).  Changes in public attitudes toward 
breastfeeding in the United States, 1999–2003. J Am Diet Assoc, 107,122–127.  
DOI:10.1016/j.jada.2006.10.002 
  
Li, R., Fridinger, F., & Grummer-Strawn, L. (2002). Public perceptions on breastfeeding 
constraints. J Human Lact, 18, 227-235. DOI: 10.1177/089033440201800304 
Li, R., Hsia, J., Fridinger, F., Hussain, A., Benton-Davis, S., & Grummer-Strawn, L. 
(2004). Public Beliefts about Breastfeeding Policies in Various Settings. Journal 
of the American Dietetic Association, 104, 1162-1168. DOI: 
10.1016/j.jada.2004.04.028 
Lindberg, L. (1996). Trends in the relationship between breastfeeding and postpartum 
employment in the United States. Social Biology, 43, 191-201. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/9204696 
Lindberg, L.D. (1996). Women’s decision about breastfeeding and maternal employment. 
Journal of Marriage and the Family, 58, 239-251. DOI: 10.2307/353392. 
Ludlow, V., Newhook, L., Newhook, J., Bonia, K., Goodridge, J., & Twells, L. (2012). 
How formula feeding mothers balance risks and define themselves as good 
mothers. Health, Risk & Society, 14, 291-306. Retrieved from 
https://doi.org/10.1080/13698575.2012.662635 
Lynch, S., Bethel, J., Chowdhury, N., & Moore, J. B. (2012). Rural and Urban 
Breastfeeding Initiation Trends in low-income women in North Carolina from 
2003-2007. J Human Lact, 28(2), 226-32 DOI: 10.1177/0890334414430286 
Ma, P., & Magnus, J. (2012). Exploring the Concept of Positive Deviance Related to 
160 
 
Breastfeeding Initiation in Black and White WIC Enrolled First Time Mothers. 
Maternal Child Health Journal, 16, 1583-1593. DOI: 10.1007/s10995-011-0852-
3 
MacKean, G., & Spragins, G. (2011). The Challenges of Breastfeeding in a Complex 
World. A critical review of the qualitative literature on women and their 
partners’/supporters’ perceptions about breastfeeding. Alberta Health Services 
[PDF file]. Retrieved from https://www.albertahealthservices.ca/ps-1029951-
pregnancy-2012-breastfeeding-lit-review.pdf 
Madhu, K., Chowdary, S., & Mast, R. (2009). Breast Feeding Practices and Newborn 
Care in Rural Areas: A Descriptive Cross-Sectional Study. Indian J Community 
Med, 34(3), 243-246. DOI: 10.4103/0970-0218.55292 
Mandal, B., Roe, B., &, Fein, S. (2010). The differential effects of full-time and part-time 
work status on breastfeeding. Health Policy, 97, 79-86. DOI: 
10.1016/j.healthpol.2010.03.006 
Manhire, K. M., Hagan, A. E., & Floyd, S. A. (2007). A descriptive account of New 
Zealand mothers' responses to open-ended questions on their breast feeding 
experiences. Midwifery, 23, 372-381. DOI: 10.1016/j.midw.2006.01.002 
Marsden, A., & Abayomi, J. (2009). Attitudes of employees working in public places 
toward breastfeeding.  British Journal of Midwifery, 1, 51-58. Retrieved from 
https://doi.org/10.12968/bjom.2012.20.4.271 
McAlister, A. L., Perry, C. L., & Parcel, G. S. (2008). How individuals, environments, 
and health behaviors interact: Social cognitive theory. In Glanz K, Rimer BK, 
161 
 
Viswanath K, Eds. (4th ed). Health Behavior and Health Education: Theory, 
Research, and Practice. San Francisco: Jossey-Bass. pp 167-188. 
McCann MF, Baydar N, Williams RL. (2007). Breastfeeding attitudes and reported 
problems in a national sample of WIC participants. J Hum Lact. 23, 314–324. 
DOI: 10.1177/0890334407307882 
McCarter-Spaulding, D., & Gore, R. (2009). Breastfeeding Self-Efficacy in Women of 
African Descent. JOGNN, 38, 230-243. DOI: 10.1111/j.1552-6909.2009.01011.x 
McCarter-Spaulding, D., & Gore, R. (2012). Social Support Improves Breastfeeding Self-
Efficacy in a Sample of Black Women. Clinical Lactation, Vol (3-3), 114-117. 
DOI: https://doi.org/10.1891/215805312807022923 
McDowell, M., Wang, C., & Kennedy-Stephenson, J. (2008). Breastfeeding in the United 
States: Findings from the National Health and Nutrition Examination Survey 
1999-2006. M.S. NCHS Data Brief. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/19389319 
McFadden, A., & Toole, G. (2006). Exploring women’s views of breastfeeding: a focus 
group study within an area with high levels of socio-economic deprivation. 
Maternal Child Nutrition. ,:156–168. Retrieved from 
https://doi.org/10.1111/j.1740-8709.2006.00054.x 
McInnes, R. J., & Chambers, J. A. (2008). Supporting breastfeeding mothers: Qualitative 
synthesis. Journal of Advanced Nursing, 62(4), 407-427. DOI: 10.1111/j.1365-
2648.2008.04618.x. 
McIntyre, E., Turnbull, D., & Hiller, J.E. (1999). Breastfeeding in public places. J Hum 
162 
 
Lact, 15, 131-135. DOI: 10.1177/089033449901500211 
McKinney, K. (2013). If you don't support breastfeeding in public, you don't support 
breastfeeding. Retrieved from http://www.huffingtonpost.com/katharine-
mckinney/breastfeeding-in-public_b_2814004.html 
McLeroy, K. R., Bibeau, D., Steckler, A., & Glanz, K. (1988). An ecological perspective 
on health promotion programs. Health Education Quarterly, 15, 351-377.  
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/3068205 
McPhilips, H.A., Burke, A.E. Sheppard, K., Pallant, A., Stapleton, F.B., & Stanton, B. 
(2007). Toward creating family-friendly work environments in pediatrics. Journal 
of Pediatrics, 119(3), 596-602. Retrieved from 
http://pediatrics.aappublications.org/content/119/3/e596.short 
Mills, S.P. (2009). Workplace lactation programs: a critical element for breastfeeding 
mother’s success. AAOHN J, 57(6), 227-31. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/19552337 
Moimaz, S., Adas, S., Serrano, M. N., Garbin, C. S., Vanzo, K. L. T., & Saliba, O. 
(2017). Community health workers and breastfeeding: challenges related to 
knowledge and practice. Revista CEFAC, 19(2), 198-212. Retrieved 
from https://dx.doi.org/10.1590/1982-0216201719213216 
Molina-Torres, M., Torres-Davila, R., Rodriguez-Parrilla, A., & Dennis, C L. (2009). 
Translation and Validation of the Breastfeeding Self-Efficacy Scale into Spanish: 
Data from a Puerto Rican Population. J Hum Lact, 19(1), 35-42. DOI: 
10.1177/0890334402239732. 
163 
 
Moore, E. R., & Coty, M. B. (2006). Prenatal & Postpartum Focus Groups with 
Primiparous: Breastfeeding attitudes, support, barriers, self-efficacy, and 
intention. Journal of Pediatric Health Care, 20(1), 35-46. Retrieved from 
https://doi.org/10.1016/j.pedhc.2005.08.007 
Moore ER, Anderson GC, Bergman N. (2007). Early skin-to-skin contact for mothers and 
their healthy newborn infants. Cochrane Database Syst Rev. (3):CD003519. 
  DOI:  10.1002/14651858.CD003519.pub3 
Morris, W. R., Conrad, K. M., Marcantonio, R. J., Marks, B. A., & Ribisl, K. M. (1999). 
Do blue-collar workers perceive the worksite health climate differently than 
white-collar workers? American Journal of Health Promotion, 13,139-24. DOI: 
10.4278/0890-1171-13.6.319 
Murtagh, L., & Moulton, A. (2011). Working Mothers, Breastfeeding, and the Law. Am J 
Public Health, 101(2), 217-223. DOI: 10.2105/AJPH.2009.185280 
National Services of Scotland. (2010). Breastfeeding by Maternal Age, Deprivation and 
Smoking Status. Retrieved from http://showcc.nhsscotland.com/isd/1995.html 
Nesbitt, S., Campbell, K., Jack, S., Robinson, H., Piehl, K., and Bogdan, J. (2012). 
Canadian Adolescent Mothers’ Perceptions of Influences on Breastfeeding 
Decisions: A Qualitative Descriptive Study. BMC Pregnancy and Childbirth, 12, 
149. DOI: 10.1186/1471-2393-12-149 
NICHD.  Breastfeeding. Retrieved from  
http://www.nichd.nih.gov/health/topics/Breastfeeding/  
Noble, L., Hand, I., Haynes, D., McVeigh, T., Kim, M., Yoon, J J. (2003). Factors 
164 
 
influencing initiation of breast-feeding among urban women. Am J Perinatol. 
Nov, 20(8), 477-83. DOI: 10.1055/s-2003-814732 
Noel-Weiss, J., Bassett, V., & Cragg, B. (2006). Developing a Prenatal Breastfeeding 
Workshop to Support Maternal Breastfeeding Self-Efficacy. Journal of Obstetric, 
Gynecologic, & Neonatal Nursing, 35, 349-257, DOI: 10.1111/J.1552-
6909.2006.00053.x  
O’Campo, P., Faden, R., Giselen, A., & Wang, M. (1992). Prenatal Factors Associated 
with Breastfeeding Duration: Recommendations for Prenatal Interventions. Birth, 
19,195-201. Retrieved from https://doi.org/10.1111/j.1523-536X.1992.tb00402.x 
Office of Disease Prevention and Health Promotion. (2014). Healthy People Objective 
2020. Retrieved from https://www.healthypeople.gov/2020/topics-
objectives/topic/maternal-infant-and-child-health 
Office of the Surgeon General (US); Centers for Disease Control and Prevention (US); 
Office on Women’s Health (US). (2011). The Surgeon General’s Call to Action to 
Support Breastfeeding. Rockville (MD). Retrieved from 
https://www.ncbi.nlm.nih.gov/books/NBK52682/ 
Ogbuanu, O., Probst, J., Laditka, S., Liu, J., Baek, J., & Glover, S. (2009). Reasons Why 
Women Do Not Initiate Breastfeeding A Southeastern State Study. Women’s 
Health Issues, 19, 268-278. DOI: 10.1016/j.whi.2009.03.005 
Oommen, A., Vatsa, V.K., & Aggarwal, A. (2009). Breastfeeding Practices of Urban and 
Rural Mothers. India Pediatrics 46, 891-894. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/19430079 
165 
 
Ortiz, J., McGilligan, K., & Kelly, P (2004). Duration of breast milk expression among 
working mothers enrolled in an employer-sponsored lactation program. Pediatric 
Nursing, 30, 111-119. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/15185732 
Pajares, F., & Schunk, D.H. (2001). Self-beliefs and school success: Self-efficacy, self-
concept, and school achievement. In the R. Riding & S. Rayner (Eds.), Self-
perception (pp. 239-266). London: Ablex Publishing. 
Parraga, I.M. (1990). “Determinants of Food Consumption”. Journal of American 
Dietetic Association, 90: 661-663. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/2335679 
Persad MD, Mensinger JL. (2008). Maternal breastfeeding attitudes: association with 
breastfeeding intent and socio-demographics among urban primiparous. J 
Community Health Apr, 33(2):53-60. DOI: 10.1007/s10900-007-9068-2 
Philips, G., Brett, K., & Mendola, P. (2011). Previous Breastfeeding Practices and 
Duration of Exclusive Breastfeeding in the United States. Maternal Child Health 
Journal, 15, 1210-1216. DOI: 10.1007/s10995-010-0694-4 
Pilot, D., & Hunge, B. (1999). Nursing research: principals and methods. Philadelphia: 
Lippincott Williams & Wilkins. 
Pine CM, Pitts NB, Nugent ZJ. (1997). British Association for the Study of Community 
Dentistry (BASCD) guidance on sampling for surveys of child dental health. A 
BASCD coordinated dental epidemiology programme quality standard. Commun 
Dent Health; 14(1), S10–S17. Retrieved from 
166 
 
https://www.ncbi.nlm.nih.gov/pubmed/9114554 
Pollard, D. (2011). Impact of a Feeding Log on Breastfeeding Duration and Exclusivity. 
Maternal Child Health Journal, 15, 395-400. DOI: 10.1007/s10995-010-0583-x. 
Pollard, D., & Guill, M. (2009). The Relationship between Baseline Self-Efficacy and 
Breastfeeding Duration. Southern Online Journal or Nursing Research, 9, 1-12. 
Retrieved from 
http://www.resourccenter.net/images/snrs/files/sojnr_articles2/vol09num04art09.h
tml 
Raffle, H., Ware, L. J., Borchardt, A. R., & Strickland, H. A. (2011). Factors that 
influence breastfeeding initiation and persistence in Ohio’s Appalachian region. 
Athens, OH: Voinovich School of Leadership and Public Affairs at Ohio 
University. Retrieved from 
https://www.ohio.edu/voinovichschool/upload/Breastfeeding-in-the-Ohio-
Appalachian-Region.pdf 
Raj VK, Plichta SB. (1998). The role of social support in breastfeeding promotion: a 
literature review. J Hum Lact. Mar 14(1), 41-45. DOI: 
10.1177/089033449801400114 
Reat, A, Crixell, S., Von Bank, J., Thornton, H., & Friedman, B. J. (2014). Average 
infant formula and breastmilk intake among WIC infants reflects food package 
changes. The FASEB Journal, 28(1), 632.9. Retrieved from 
https://www.fasebj.org/content/28/1_Supplement/632.9 
Reeves, C., Close, F., Simmons-Copeland, M., & Hollis, A. (2006). Social Support 
167 
 
Indicators that Influence Breastfeeding Decisions in Mother of North Florida. 
Florida Public Health Review 3, 1-7. Retrieved from 
http://publichealth.usf.edu/fphr 
Roe, B., Whittington, L.A., Fein, S.B., & Teisl, M.F. (1999). Is there competition 
between breast-feeding and maternal employment? Demography, 36, 157-171. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/10332608 
Rojjanasrirat, W. (2004). Working women's breastfeeding experiences. American Journal 
of Maternal Child Nursing, 29, 222-227. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/15238746 
 Rojjanasrirat, W. & Sousa, V. D. (2010). Perceptions of breastfeeding and planned 
return to work or school among low-income pregnant women in the USA. Journal 
of Clinical Nursing, 19, 2014-2022. DOI: 10.1111/j.1365-2702.2009.03152.x 
Ross Products Division, Abbott Laboratories. (2003). Business Backs Breastfeeding: A 
Flexible Workplace Program for Breastfeeding Mothers. Columbus, OH: Ross 
Products Division, Abbott Laboratories. Retrieved from 
http://static.abbottnutrition.com/cms-
prod/abbottnutrition.com/img/business%20backs%20breastfeeding.pdf 
Rossem, L., Oenema, A., Steegers, E., Moll, H., Jaddoe, V., Hoffman, A., Mackenbach, 
J., & Raat, H. (2009). Are Starting and Continuing Breastfeeding Related to 
Educational Background? The Generation R Study. Pediatrics, 123, e1017-e1027. 
DOI: 10.1542/peds.2008-2663. 
Ryan, Al., Zhou, W., & Arebsberg, M.B. (2006). The Effect of Employment Status on 
168 
 
Breastfeeding in the United States. Women’s Health Issues, 16, 243-251. DOI: 
10.1016/j.whi.2006.08.001 
Ryser, F.G. (2004). Breastfeeding attitudes, intention, and initiation in low-income 
women: The Effect of the Best Start Program. Journal of Human Lactation, 20(3), 
300-305. DOI: 10.1177/0890334404266985 
Schunk, D.H., & Pajares, F. (2002). The development of academic self-efficacy. In A. 
Wigfield & J. Eccles (Eds.), Development of achievement motivation (pp. 16-31). 
San Diego: Academic Press. Retrieved from 
https://www.uky.edu/~eushe2/Pajares/SchunkPajares2001.PDF 
Scott, J. (2003). Women’s Experiences of Breastfeeding in a Bottle-Feeding Culture. J 
Hum Lactation, 19(3), 270-277. DOI: 10.1177/0890334403255225 
Sedgwick, P. (2015). Analysis of longitudinal Studies. BMJ, 346. 
DOI: https://doi.org/10.1136/bmj.f363 
Semenic, S., Loiselle, C., & Gottlieb, L. (2008). Predictors of the Duration of Exclusive 
Breastfeeding among First-Time Mothers. Research in Nursing & Health, 31, 
428-441. DOI: 10.1002/nur.20275 
Semple, S.J., Patterson, T.L., Shaw, W.S., Pedlow, CT., & Grant I. (1999). Disclosure of 
HIV seropositivity to sexual partners: an application of Social Cognitive Theory. 
Behavior Therapy. 30, 223-237. Retrieved from https://doi.org/10.1016/S0005-
7894(99)80005-7 
Shahla, M., Fahy, K., & Kable, A. (2010). Factors that positively influence breastfeeding 
duration to 6 months: a literature review. School of Health and Human Sciences, 
169 
 
Women and Birth, 23(4), 135-145. DOI: 10.1016/j.wombi.2010.02.002 
Sheeshka, J., Potter, B., Norrie, E., Valaitis, R., & Adams, G. (2001). Women’s 
experiences breastfeeding in public places. J Hum Lact, 17, 31-38. DOI: 
10.1177/089033440101700107 
Shirima, R., Medhin-Gebre, M., & Greiner, T. (2001). Information and socioeconomic 
factors associated with early breastfeeding practices in rural and urban Morogoro, 
Tanzania. International Maternal and Child Health, 90, 936-942. Retrieved from  
 https://doi.org/10.1111/j.1651-2227.2001.tb02461.x 
  
Simard, I et al., (2005). "Factors Influencing the Initiation and Duration of Breastfeeding 
Among Low-Income Women Followed by the Canada Prenatal Nutrition Program 
in 4 Regions of Quebec," Journal of Human Lactation 21(3); 327-337. Retrieved 
from https://doi.org/10.1177/0890334405275831 
Simpson, Alicia C. (2012). "Sociocultural Barriers to Breast Feeding in African 
American with Focused Intervention to Increased Prevalence." Thesis, Georgia 
State University. Retrieved from https://scholarworks.gsu.edu/nutrition_theses/41 
Skafida, V. (2009). The relative importance of social class and maternal education for 
breast-feeding initiation. Public Health Nutrition, 12(12), 2285-2292. DOI: 
http://dx.DOI.org/10.1017/S1368980009004947 
Smith-Gagen, J., Hollen, R., Walker, M., Cook, D., & Yang, W. (2014). Breastfeeding 
Laws and Breastfeeding Practices by Race and Ethnicity. Women’s Health Issue, 
24: e11-e19. DOI: 10.1016/j.whi.2013.11.001 
Smith-Hall, P., Coley, L., Labbok, M., Cupito, S., & Nwokah, E. (2012). Early 
170 
 
breastfeeding experiences of adolescent mothers: a qualitative prospective study. 
International Breastfeeding Journal, 7:13. DOI: 101186/1746-4358-7-13. 
Sparks, P (2010). Rural-urban differences in breastfeeding initiation in the United States. 
J Human Lact, 26(2), 118-29, DOI: 10.1177/0890334409352854. 
Spinelli, M.G., Endicott, J., Goetz, R. (2013). Increased Breastfeeding Rates in Black 
Women After Treatment Intervention. Breastfeed Med. Dec: 8(6), 479-484. DOI. 
10.1089/bfm.2013.0051 
Spurles-Kelly. P & Baineau, J. (2011). A Qualitative Study of Attitudes Toward Public 
Breastfeeding Among Young Canadian Men and Women. Journal of Human 
Lactation, 27(2), 131-137. DOI: 10.1177/0890334410390044 
Stamp, G., & Casanove, H. (2006). A breastfeeding study in a rural population in South 
Australia, 6(2):495. Retrieved from https://www.rrh.org.au/journal/article/495 
Stevens, E., Patrick, T., & Pickler, R. (2009). Infant Feeding. Journal of Perinatal 
Education, 18(2), 32-9. DOI: 10.1624/105812409X426314 
Stewart-Glenn, J. (2008). Knowledge, Perceptions, and Attitudes of Managers, 
Coworkers, and Employed Breastfeeding Mothers. AAOHN Journal, 423-9. 
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/18983103 
Stolzer, J. M. (2010). Breastfeeding and WIC Participants: A Qualitative Analysis. 
Journal of Poverty, 14, 423-442. Retrieved from 
https://doi.org/10.1080/10875549.2010.517081 
Stuebe, A and Bonuck K. (2011). Breastfeeding Medicine. 6(6): 413-420. DOI: 
10.1089/bfm.2010.0088. 
171 
 
Suresh, K. P., & Chandrashekra, S. (2012). Sample size estimation and power analysis 
for clinical research studies. J Hum Reprod Sci, 5(1), 7-13. DOI:  10.4103/0974-
1208.97779 
Sutherland, T., Pierce, C., Blomquist, J., & Handa, V. (2012). Breastfeeding Practices 
among First-Time Mothers and Across Multiple Pregnancies. Maternal Child 
Health Journal, 16, 1665-1671. DOI: 10.1007/s10995-011-0866-x. 
Su-Ying, T. (2013). Employee Perception of Breastfeeding-Friending Support and 
Benefits of Breastfeeding as a Predictors of Intention to Use Breast Pumping 
Breaks after Returning to Work. Breastfeeding Medicine, 8(3), 220-225. DOI: 
10.1089/bfm.2013.0082 
Su-Ying, T. (2013). Impact of a Breastfeeding-Friendly Workplace on an Employed 
Mother’s Intention to Continue Breastfeeding after Returning to Work. 
Breastfeeding Medicine, 8(2), 210-216. DOI: 10.1089/bfm.2012.0119. 
Tashiro, S. (2013). Predictors of Breastfeeding in Nevada’s WIC Population. University 
of Nevada, Reno, Thesis. Retrieved from https:// 
dpbh.nv.gov/Programs/OPHIE/Docs/ProfessionalPaper_Tashiro_WICBreastfeedi
ng/ 
Taylor EN, Wallace LE. (2011). For shame, Feminism, breastfeeding advocacy, and 
maternal guilt. Hypatia; 27(1), 76-98. Retrieved from 
https://doi.org/10.1111/j.1527-2001.2011.01238.x 
Taveras EM, Li R, Grummer-Strawn L, et al. (2003). Opinions and practices of clinicians 
associated with continuation of exclusive breastfeeding. Pediatrics. 113, e283–
172 
 
e290. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/15060254 
The American Dietetic Association. (2009). Position of the American Dietetic 
Association, Promoting and Supporting Breastfeeding. Journal of the American 
Dietetic Association, 109, 1926-1942. DOI: 10.1016/j.jada.2009.09.018 
Thomson G, Ebisch-Burton K, Flacking R (2015). Shame if you do--shame if you don't, 
women's experiences of infant feeding. Matern Child Nutr. 11(1), 33-46. DOI: 
10.1111/mcn.12148 
Thu, H., Eriksson, B., Khanh, T., Petzold, M., Bondjers, G., Thi-Kim, C., & Thanh-
Nguyen, L. (2012). Breastfeeding practices in urban and rural Vietnam. BMC 
Public Health, 12, 964. DOI: 10.1186/1471-2458-12-964. 
Thulier, D., & Mercer, J. (2009). Variables Associated with Breastfeeding Duration. The 
Association of Women’s Health, Obstetric and Neonatal Nurses, 38, 259-268. 
DOI: 10.1111/j.1552-6909.2009. 01021.x 
Tohotoa, J., Maycock, B., Hauck, Y., Howat, P. Burns, S., & Binns, C. (2009). Dads 
make a difference: an exploratory study of paternal support for breastfeeding in 
Perth, Western Australia. International Breastfeeding Journal Research. 4, 15 
DOI: 10.1186/1746-4358-4-15 
Tsai, S.Y. (2014). Employee Perceptions of Breastfeeding-Friendly Support and Benefits 
of Breastfeeding as a Predictors of Intention to Use Breast-Pumping Breaks after 
Returning to Work among Employed Mothers. Breastfeeding Medicine, 9(1), 16-
23. DOI: 10.1089/bfm.2013.0082 
Tucker, C., Wilson, E., & Samandari, G. (2011). Infant feeding experiences among teen 
173 
 
mothers in North Carolina: Findings from a mixed-methods study. International 
Breastfeeding Journal, 6:14. DOI: 10.1186/1746-4358-6-14. 
Tuthill, E., McGrath, J., Graber, M. (2016). Breastfeeding Self-Efficacy. A Critical 
Review of Available Instruments. J Hum Lact. 32(1), 35-45. DOI: 
10.1177/0890334415599533. 
U.S. Department of Agriculture, Food and Nutrition Service. (2010). Benefits and 
services: breastfeeding promotion and support in WIC. Retrieved from 
http://www.fns.usda.gov/wic/ Breastfeeding/breastfeedingmainpage.htm  
U.S. Department of Health and Human Services, Health Resources and Services 
Administration. Maternal and Child Health Bureau. (2011) Women’s Health 
USA, Rockville, Maryland. Retrieved from 
http://www.mchb.hrsa.gov/whusa11/hstat/hsrmh/pages/232b.html 
United States Department of Health and Human Services, Healthy People 2020. (2011). 
Maternal, Infant, and Child Health: Overview. Retrieved from 
http://healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicId= 
UNICEF. Skin-to-skin contact. Retrieved from 
http://www.unicef.org.uk/BabyFriendly/News-and-Research/Research/Skin-to-
skin-contact/ 
United Nations Children’s Fund. (2011). Health benefits of breastfeeding. Retrieved from 
http://www.unicef.org.uk/BabyFriendly/About-Baby-Friendly/Breastedding -in-
the-UK/Health-benefits/ 
United States Breastfeeding Committee. (2010). Workplace Accommodations to Support 
174 
 
and Protect Breastfeeding. Washington, DC: United States Breastfeeding 
Committee. Retrieved from http://www.usbreastfeeding.org/p/cm/ld/fid=196 
United States Breastfeeding Report Card. (2013). Breastfeeding Report Card. National 
Center for Chronic Disease and Prevention and Health Promotion. [PDF file] 
Retrieved from 
https://www.cdc.gov/breastfeeding/pdf/2013breastfeedingreportcard.pdf 
US Census Bureau. Urban and Rural Classification-Geography. (2013). Retrieved from 
www.census.gov 
US Department of Health and Human Services. (2000). HHS Blueprint for Action on 
Breastfeeding Washington, DC: US Government Printing Office. Retrieved from 
http://www.pnmc-hsr.org/wp-
content/uploads/2011/01/BreastfeedingBlueprint.pdf 
Velpuri, J. (2004). Breastfeeding Knowledge, and Attitudes, Beliefs, and Intentions 
Regarding Breastfeeding in the Workplace among Students and Professionals in 
Health-Related Fields. Dissertation submitted to the faculty of Virginia 
Polytechnic Institute and State University in partial fulfillment of the 
requirements for the degree of Doctor of Philosophy in Human Nutrition, Foods 
and Exercise. 
Visness, C., & Kennedy, K. (1997). Maternal employment and breastfeeding: Findings 
from the 1988 Nationaly Maternal and Infant Health Survey. American Journal of 
Public Health, 87, 945-950. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1380928/ 
175 
 
Wan, H., Tiansawad, S., Yimyam, S., & Sriaporn, P. (2015). Factors Predicting Exclusive 
Breastfeeding among The First Time Chinese Mothers. Pacific Rim International 
Journal of Nursing Research, 19(1), 32-44. Retrieved from https://tci-
thaijo.org/index.php/PRIJNR/article/view/19512 
Warren-Leahy, P. (2005). First-time mothers: social support and confidence in infant 
care. Journal of Advanced Nursing, 50(5), 479-488. DOI: 10.1111/j.1365-
2648.2005.03425.x 
Weiner, R.C., & Weiner, M.A. (2011). Breastfeeding prevalence and distribution in the 
USA and Appalachia by rural and urban setting. Rural and Remote Health, 
11:1713. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/21534710 
Wen-chi, W., Wu, J., Chiang, T. L. (2015). Variation in the association between 
socioeconomic status and breastfeeding practices by immigration status in 
Taiwan: a population based birth cohort study. BMC Pregnancy and Childbirth, 
15, 298. Retrieved from https://doi.org/10.1186/s12884-015-0732-8 
Wilhelm, S., Rodehorst, T., Flanders-Stephens, M., Hertzog, M., & Berens, C. (2008). 
Influence of intention and self-efficacy levels on duration of breastfeeding for 
Midwest rural mothers. Applied Nursing Research, 21,123-130. Retrieved from 
https://doi.org/10.1016/j.apnr.2006.10.005 
Williams, D. (2009). Summer Academy for Public Policy Analysis Research: 
Breastfeeding. Urban Institute. 
Witters-Green, R. (2003). Increasing breastfeeding in working mothers. Family Systems 
& Health, 21(4), 415-434. Retrieved from http://dx.doi.org/10.1037/h0089617 
176 
 
Woo, J.G., Dolan, L.M., Morrow, A.L., Geraghty, S.R., & Goodman, E. (2008). 
Breastfeeding helps explain racial and socioeconomic status disparities in 
adolescent adiposity. Pediatrics, 121(3), e458-e465. DOI:  10.1542/peds.2007-
1446 
Wong, K. L., Tarrant, M., Wan-Lok, K. (2015).  Group Versus Individual Professional 
Antenatal Breastfeeding Education for Extending Breastfeeding Duration and 
Exclusivity. Journal of Human Lactation, 31(3), 354-360. Retrieved from 
https://doi.org/10.1177/0890334415583294 
World Health Organization (WHO). (2002). Infant and young child nutrition: global 
strategy on infant and young child feeding, Vol 55. Geneva, Switzerland: World 
Health Organization. Retrieved from 
http://www.who.int/nutrition/publications/infantfeeding/9241562218/en/ 
World Health Organization. (2003). The Global Strategy of Infant and Young Child 
Feeding. A joint WHO/UNICEF Statement. World Health Organization, Geneva, 
Switzerland. Retrieved from 
http://apps.who.int/iris/bitstream/handle/10665/42590/9241562218.pdf;jsessionid
=C48F3C8FA153B7DE97608B75948234B7?sequence=1 
World Health Organization (2011). Promoting proper feeding for infants and young 
children. Retrieved from 
http://www.who.int/nutrition/topics/infantfeeding/en/index.html 
World Health Organization. (2002). Infant and young child nutrition: Global strategy on 
infant and young child feeding. Policy statement issued at the 55th World Health 
177 
 
Assembly. Retrieved from 
http://www.who.int/nutrition/topics/infantfeeding_recommendation/en/ 
World Health Organization. (2014). Global and regional trends by WHO regions, 1990-
2013. Retrieved from 
http://apps.who.int/gho/data/node.main.NUTUNREGIONS?lang=en 
World Health Organization. Breastfeeding (2013). Retrieved from 
http://www.who.int/topics/breastfeeding/en/ 
Wutke, K., & Dennis, C. (2007). The reliability and validity of the Polish version of the 
Breastfeeding Self-Efficacy Scale-Short Form: Translation and psychometric 
assessment. International Journal of Nursing Studies, 44(8), 1439-1446. DOI: 
10.1016/j.ijnurstu.2006.08.001 
Wyatt, S.N. (2002). Challenges of the working breastfeeding mother. Workplace 
Solutions. AAOHN J, 50(2), 61-6. Retrieved from 
https://www.ncbi.nlm.nih.gov/pubmed/11855195 
 
 
 
 
 
 
 
178 
 
Appendix A: Iowa Infant Feeding Scale
  
179 
 
 
Appendix B: Breastfeeding Self-Efficacy Scale-Short Form 
For each of the following statements, please choose the answer that best describes how 
confident you are with breastfeeding your new baby. Please mark your answer by circling 
the number that is closest to how you feel. There is no right or wrong answer. 
 
1 = not at all confident 
2 = not very confident 
3 = sometimes confident 
4 = confident 
5 = very confident 
Not at all   
       Very 
Confident                              
Confident 
 
1 
I can always determine that my baby is 
getting enough milk 
 
1 2 3 4 5 
2 
I can always successfully cope with 
breastfeeding like I have with other 
challenging tasks 
 
 
1 2 3 4 5 
3 
I can always breastfeed my baby without 
using formula as a supplement  
 
1 2 3 4 5 
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4 
I can always ensure that my baby is 
properly latched on for the whole feeding 
 
 
1 2 3 4 5 
5 
I can always manage the breastfeeding 
situation to my satisfaction 
 
1 2 3 4 5 
6 
I can always manage to breastfeed even 
if my baby is crying 
 
1 2 3 4 5 
7 I can always keep wanting to breastfeed  1 2 3 4 5 
8 
I can always comfortably breastfeed with 
my family members present 
 
1 2 3 4 5 
9 
I can always be satisfied with my 
breastfeeding experience 
 
1 2 3 4 5 
10 
I can always deal with the fact that 
breastfeeding can be time consuming 
 
1 2 3 4 5 
11 
I can always finish feeding my baby on 
one breast before switching to the other 
breast 
 
 
1 2 3 4 5 
12 
I can always continue to breastfeed my 
baby for every feeding 
 
1 2 3 4 5 
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13 
I can always manage to keep up with my 
baby’s breastfeeding demands 
 
1 2 3 4 5 
14 
I can always tell when my baby is finished 
breastfeeding 
 
1 2 3 4 5 
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Appendix C: Breastfeeding Questionnaire 
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